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This thesis focuses on the use of Lean Thinking in the mental health and addictions 
sector. It considers the directions in which the sector is trying to improve and the 
suitability of Lean Thinking approaches to assist the sector to realise those aims.   
With the sustained increase in demand for mental health and addiction services 
and a period of fiscal restraint, the sector has been challenged to improve towards 
the New Zealand Triple Aim of; improved experience of care, improved health 
outcomes and improved value for public resources. The Blueprint II strategy 
documents identified these three key aims for the sector, and also proposed Lean 
methods as a way for the sector to achieve these aims.  
Using a qualitative research design this study involved interviewing 17 health care 
professionals and/or consumer advisors within one DHB geographical region. The 
qualitative software package QSR Nvivo 12 Pro was used to assist in coding the 
interview transcription data thematically.  
This study demonstrated that Lean had been adopted in multiple formats within 
the sector to date, however implementation of Lean is primarily evident in 
manualised or project based approaches. There was minimal evidence that Lean 
Thinking informed longer term work plans or has been adopted at a systemic level, 
both of these being more comprehensive and sustained levels of Lean 
implementation.  
Based on participant’s current exposure to Lean, even in its current form it is seen 
as a valuable method to improve the aims of the sector. Participants also 
acknowledge that Lean is currently not being used to its full potential. The barriers 
that were cited as impeding the further adoption of Lean in the sector included 
lack of a single Lean quality improvement approach, the sector being unclear of the 
final goals of services, limited resourcing of Lean efforts and a risk averse sector 
including reluctance of staff to participate in change processes.  
While the Lean philosophy of determining value from the consumer’s perspective 
resonated with the aims of the mental health and addiction sector, the inclusion of 
direct consumer input in determining value was deemed to be lacking in Lean 
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itself. The sector incorporated existing consumer consultation methods and also 
explored further co-design methods to enhance meaningful consumer engagement 
when defining value for their consumers.  
This research has highlighted that Lean is perceived to be able to assist the sector 
progress towards the aims of Blueprint II. However, modifying current Lean 
approaches to be more suited to the high level of natural variability seen in the 
sector and enhancing direct consumer involvement in Lean efforts would make 
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1 Chapter One 
1.1 Chapter introduction 
For the last 50 years mental health care systems internationally have undergone 
several phases in reform, from institutional based care to community 
rehabilitation and now services that aim to support people centred recovery 
(Adams, Daniels, & Compagni, 2009). These changes have resulted in shifts in the 
underlying philosophy of mental health care and the organisation, delivery and 
funding of services. Spending on mental health and addiction treatment services 
has grown faster than the relative growth for the overall health spend in New 
Zealand (Ministry of Health, 2012a), with the level of mental health spending being 
considered to be above average when compared to other high income countries 
(Chisholm, 2013). Despite this growth in spending, there are continued calls from 
the community, consumers and the mental health and addiction workforce for 
services to be improved by creating better access, more equitable services and 
enhancing patient involvement in the planning and delivery of services (Mental 
Health Commission, 2012b).  Many of these changes have been advocated for by 
the former Mental Health Commission through a series of reports and guiding 
documents, culminating in their report Blueprint II: Improving Mental Health and 
Wellbeing for all New Zealanders (Mental Health Commission, 2012b). 
Below is an overview of the changes in the delivery of New Zealand mental health 
and addiction services in the last 30 years. As Blueprint II was intended to guide 
the New Zealand government and the mental health and addiction sector from 
2012 to 2022, an overview of the principles, directions and recommendations of 
Blueprint II on how to build the service required to meet future needs, are 
included. The principles of developing patient centred and recovery oriented 
models of care, are discussed in greater detail due to the emphasis Blueprint II 
places on of building quality services that include positive experiences of care. 
Blueprint II had also proposed that Lean thinking was one method to assist the 
sector realise the aims outlined in this document.  A brief background of the 
preceding reports relating to mental health and addiction reform are reviewed to 
understand the shifts in philosophy and models of care that preceded to the vision 
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and recommendations provided by Blueprint II. The ongoing context of Blueprint 
II in current Ministry of Health service development plans and wider sector 
reports is also discussed to provide an overview of how Blueprint II continues to 
influence policy and sector development. Through understanding the current 
context of the mental health and addition sector and the documents that inform 
the sectors development, this will build the basis to then further explore how one 
continuous improvement method proposed by Blueprint II, namely Lean thinking, 
is currently being experienced by the sector. In particular this thesis aims to 
explore  a) how Lean has been implemented in the mental health and addition 
sector to date, b) how it is experienced by the staff implementing it and c) if it 
supports patient centred approaches as a further aim of the Blueprint II reports. 
 
1.2 Mental health in the media – echoes of a service at breaking point 
Reviewing media articles relating to mental health services in New Zealand 
through a search engine (10/6/17) creates a grim picture. The top story “Govt 
under fire over mental health spending” (Brown, 2007) labels mental health as a 
“hot topic” both in New Zealand and internationally. With the previous Health 
Minister Dr Jonathan Coleman reporting mental funding had increased by $300m 
under the National government with more psychiatrists and mental health nurses 
employed and wait times coming down (Brown, 2007). However, in the same 
article the then opposition spokesperson, David Clark, reports the system was 
managing a 60 percent increase in demand with a 28 percent increase in funding 
leaving the system at “breaking point”. Clark questioned why there was not further 
money allocated to “what the public thinks is a growing crisis”. The point both 
politicians agreed upon, is that more still needs to be done in light of the 
widespread concern regarding mental health in the community. A repeated review 
of mental health services in New Zealand thought a search engine three years later 
(7/19/20) reports the “Mental Health system far from transformed” (Lewis & 
Walters, 2020) noting that while mental health mental health was a prominent 
issue in 2017, that problems still remain with the senior doctors’ union staking 
that the mental health inpatient units are “at breaking point”. While these are just 
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two examples of the many articles available over the course of these thesis, it 
highlights both the political and public concerns regarding systems that are falling 
short of public expectation while demand for services has continued to grow.  
The ideal state for mental health and addiction services is still being sought 
(Collins et al., 2011). Leading public policy over the last 30 years has been a series 
of guiding documents published by the Mental Health Commission. These 
Blueprint reports on “how things need to be” set out aspirational goals for the 
mental health and addictions sector to create more accessible and higher quality 
services, heading towards 2022. An overview of the demand on mental health and 
addiction services in New Zealand, current spending dedicated to mental health 
service and current service delivery models are reviewed below.  
1.3 One Psychologist’s experience  
   
Having started my career as a Psychologist in a rural setting in New South Wales 
(NSW), Australia, the challenges of delivering evidence based, effective treatment 
in the face of underfunding and staff shortages was not a new phenomenon to 
discuss. The challenges confronting mental health and addiction services in NSW at 
this time were clearly documented, with Senate Community Affairs Committee 
(2008) reporting that achieving expectations for mental health and addiction 
services in urban setting remained haphazard while rural and remote areas 
experienced further inequity in access to appropriate services, with areas of 
comorbidity services, acute care and workforce supply needing increased 
government focus to create an available, accessible, community based healthcare 
system. Within this context I worked in a team that overcame multiple barriers to 
implement a Dialectical Behaviour Therapy (DBT) informed treatment programme 
in a rural setting (Rossiter & Black, 2009). To improve services delivered, the 
treating team needed to overcome limited financial resources, geographical 
isolation to specialist supervision and training and a relatively young and 
inexperienced workforce. This challenged a number of assumptions I had 
previously held as a mental health clinician; the most significant of which was the 
need for services to demonstrate the same commitment to problem solving that is 
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often asked of consumers when they are pursuing recovery.  Implementing the 
DBT informed programme demonstrated that a relentless commitment to improve 
the current situation, front-line staff could build effective treatment options within 
existing resources, that improve services and outcomes for the consumer (Rossiter 
& Black, 2009).   Thus, instilling an interest in how continuous improvement 
models may improve care for consumer within existing system constraints. 
1.4 Increase in demand on mental health services globally 
Mental and addiction disorders are a major public health concern globally 
(Chisholm, 2013; Minas, 2012). Both developed and developing nations face 
challenges in responding to the current burden of mental health and addiction 
disorders, which are the leading global cause of non-fatal burden of disease 
(Whiteford, Degenhardt, Murray, Vos, & Lopez, 2014) with 10% of the global 
burden of disease being attributed to mental disorders when measured in years of 
life lost (Murray et al., 2013) and 25% of the burden when measured in years lived 
with a disability (Vos et al., 2013). In terms of the proportion of demand on health 
services, mental health has increased in the overall burden of disease and is 
anticipated to continue to climb. The burden of mental health and substance 
disorders increased by 37.6% between 1990 and 2010.  During the same 
timeframe, mental health and substance disorders increased from 5.4% in 1990 to 
7.4% in 2010 as a proportion of all causes of Disability Adjust Life Years (DALY’s). 
The highest DALY rates occurred in adolescent and middle aged adults. While the 
increase in mental health disorders is primarily attributed to population growth 
and aging, whereas the prevalence of substance disorders increased significantly in 
this period above the growth expected for general population growth and aging 
(Whiteford et al., 2014). 
Although economic and socio-political contexts differ across countries, mental 
health and addiction treatments continue to improve in acceptability and 
availability. However despite this, poor access to mental health services continues 
to be reported internationally (Evans-Lacko et al., 2016). Increased health 
spending does correlate with improved access for mental health services, but 
economically disadvantaged countries face competing priorities and budgetary 
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constraints that prevent services from meeting demand and providing adequate 
follow up care (Wang et al., 2007). Treatment rates for people with mental health 
and substance disorders remain low with up to 90% of those who would benefit 
from services compared to those that receive appropriate services (Wang et al., 
2007). Improved treatment and access to care for mental illness remains the single 
most pressing health concern internationally (Collins et al., 2011). 
Even in developed countries, there is frequently a lag with the commencement of 
treatment, which is sometimes started years following the onset of the disorder 
(Whiteford et al., 2014) thus increasing the overall burden of disease. Prevention 
and early intervention of disorders are considered essential to achieve better 
clinical outcomes for individuals and realise a reduction in population burden of 
disease (Whiteford et al., 2014). 
 
1.5 Prevalence, demand and access to Mental Health and Addiction Services in 
New Zealand 
Nearly half (46.6% ) of the New Zealand population are likely to meet criteria for a 
mental disorder at some time in their lives, with 39.5% having already done so and 
20.7% having met the criteria for a disorder in the past 12 months. Māori and 
Pacific populations have a higher prevalence rate than the general population 
(Browne, Wells, & Scott, 2006). 
Of those with a serious mental health disorder only 58% had visited health care 
providers for mental health reasons. For those with moderate disorder 36.5% had 
attended health care providers for mental health reasons and only 18.5% with 
mild disorders. This indicates under treatment across all levels of severity of 
mental disorder (Browne et al., 2006). 
However, despite this under treatment we see a high demand on current services 
with significant wait times and difficulty accessing services (Elliot, 2017). Primary 
care physicians report that mental health services are the most difficult for their 
patients to access (Cunningham, 2009) with a high proportion of referrals not 
generating an appointment, or care not being initiated (Kessler, 2012).  
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In terms of equity of accessing appropriate services, Māori continue to be over 
represented in experiences of mental health and addictions issues (Browne et al., 
2006), inpatient admission, seclusions and compulsory treatment (Ministry of 
Health, 2012b). Other indicators of significant need for further improvement in the 
delivery of mental health and addiction services include New Zealand’s high 
seclusion and youth suicide rates when compared to international rates. According 
to the Ministry of Health (Ministry of Health, 2017a) there is evidence of 
inequitable access to timely and quality care on a national level including:  
• variation in use of seclusion between District Health Boards (DHB’s) 
• variable access to services 
• variable waiting times for access to mental health and addiction services 
• variable integration between specialist services and primary care 
• limited and variable mental health and addiction support available in 
primary care settings and no ability to measure access to these services 
• gaps in responses for people with co-existing mental health and addiction 
problems, or co-existing mental health issues and disabilities 
• variability in the quality of inpatient facilities 
Demand on mental health and additions services have increased, with a 73 percent 
growth in people accessing services over the last ten years 2006/7-2016/17 
(Ministry of Health, 2017a) with this growth being consistent with international 
trends (Ministry of Health, 2017b).  Increased demand has been attributed to a 
number of factors including population growth, growing social awareness, 
increasingly open discussions of mental health issues and improved reporting in 
the NGO sector (Ministry of Health, 2017b).   
It is estimated that mental health and addiction disorders cost the New Zeeland 
economy $12billion a year which represents 5% of the nation’s Gross Domestic 
Product (Ministry of Health, 2017a).  
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1.6 Organisation of mental health and addiction services In New Zealand 
Publicly funded mental health services currently comprise 20 state funded District 
Health Boards (DHBs) that provide specialist services in secondary and tertiary 
health settings and a large number of non- governmental organisations (NGOs) and 
primary health organisations (PHOs) that provide a range of community and 
primary health services (Smith & Jury, 2017). The Ministry of Health, as the 
primary funder of health services, was predicted to spend $16.2 million in 2016-
17. Mental health and addictions funding reflect approximately 8% of the overall 
health spend (Treasury, 2016), which is higher than the international average 
spend of the total health spend for mental health and addictions in high income 
countries (Chisholm, 2013). Of the total mental health and addiction spend 
approximately 30% goes to PHO/NGO services and the remaining 70% to DHB’s 
for specialist services (Mellsop & Smith, 2010). This model of mental health and 
addiction service delivery is relatively recent. Like many western countries mental 
health and addiction services have moved away from being delivered in large 
institutions to being largely delivered in community outpatients services with 
small acute wards connected to general medical hospitals (Smith & Jury, 2017). 
Despite 30% of the funding going to PHO/NGO services to deliver treatment 
options in primary care, it is further noted that 75% all treatment of mental health 
and addiction options are provided in primary care. However funding models 
continue to focus on those with severe and enduring disorders that require 
treatment in secondary care services (Collings et al., 2010). 
Another shift in the delivery of mental health and addiction services is the nature 
of the workforce in the sector. What started as a strong emphasis on nursing and 
psychiatric assistant roles has evolved to include a greater presence of allied 
health professionals (Smith & Jury, 2017). Of the estimated 9,500 fulltime 
equivalent (FTE) staff working in adult mental health and addiction services 31% 
are support workers, 28% nurses, 17% allied health, 6% psychiatrists and general 
medical and the remaining 17% designated as other (Te Pou o Te Whaakaro Nui & 
Matau Raki, 2015).  
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1.7 Government Health funding and future goals 
Mental health and addictions spending has not always been at the level of 8% of 
total health expenditure that we see currently (Treasury, 2016).   Overall health 
spend has grown in New Zealand and has risen faster than population growth with 
health expenditure growing at an annual average of 5.1% while population growth 
was at 1.3% (Ministry of Health, 2012a). This translates to a health expenditure of 
around $7 million in 1925 to around $19.9 million in 2010 with New Zealand 
sitting just above international comparisons when based on national income 
(Ministry of Health, 2012a).  
While funding for the mental health and addictions sector has grown faster than 
population growth, it has grown at a slower rate than demand. An increase in 
funding of 40 percent, from $1.02 billion in 2006/7 to 1.43 billion in 2016/17 was 
occurred while a 73 percent increase in demand was evident over the same period 
(Health and Disability Commissioner, 2018). 
This call was echoed by Te Pou and the primary workforce development provider 
for the mental health and addiction sector, who report a need to increase staffing 
levels to continue to meet current demand and recommend further increases in 
staffing levels to improve access. There is an estimated need for a 9% increase 
(856 FTE) in the workforce to meet population growth by 2030 and maintain 
current levels of services for the 3.9% of the population who currently access them 
(Te Pou o Te Whaakaro Nui & Matau Raki, 2015). In order to increase access to 
services to meet the needs of 4.4 % of the population, the workforce would need to 
grow by 2,034 FTEs over the same period (Te Pou o Te Whaakaro Nui & Matau 
Raki, 2015). While the recent increases in workforce and financial resources being 
deemed as unsustainable,  health demands are increasing with an aging 
population, economic pressures and global demands for health skills (Mental 
Health Commission, 2012b) and further proponents calling for further increases in 
mental health and addiction budgets (Elliot, 2017). In 2012 the New Zealand 
Government signalled a change in direction to merely increasing health spend 
(Ministry of Health, 2012c). In their mental health policy document Rising to the 
Challenge 2012-2017, the Ministry of Health (2012c) stated that New Zealand had 
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entered a time of “significant financial restraint” where there will be very limited 
new funding allocated to health budgets. Instead, the first key priority action in 
this document proposes using current resources more effectively and increasing 
productivity to increase value for money for publicly funded mental health and 
addiction services (Ministry of Health, 2012c). Alongside the recommendation of 
growing the workforce to meet future demand, (Platform Trust & Te Pou o Te 
Whakaari Nui; 2015) recommend the provision of tools, resources and training 
that assist leaders to meet the increased demand for services within limited 
increases in funding. 
In responding to the clear shift in direction signalled by the Ministry of Health, the 
Mental Health Commission adopted a Triple Aim in health care improvement 
(adapted by the New Zealand Health and Quality Commission in collaboration with 
the National Health Board from IHI) for Blueprint II as the guiding document to 
bring about positive change in the mental health and addiction sector (Mental 
Health Commission, 2012b). The Triple Aim proposed a continuous improvement 
framework that seeks to simultaneously implement:  
• improved quality, safety and experience of care 
• improved health and equity for all populations 





Figure 1.1: New Zealand Triple Aim (BII, P7) 
 
With the goal to improve the mental health and wellbeing of New Zealanders, 
Blueprint II outlines the following priority areas for the mental health and 
addictions sector to focus on across the whole system: 
• aligning resources and integrating responses 
• fast access/ no wait systems 
• reducing variation in clinical practice, safety and quality 
• increasing clinical care time through reducing waste 
• working at top of scope of clinical practice 
• fast assessment and allocated quickest intervention 
In Blueprint II, the Mental Health Commission (2012b) recommends the use of 
Lean and Lean based approaches such as Six Sigma, Productive Ward Series and 
the Choice and Partnership approach (CAPA) to assist in the development of 
sustainable sector lead change across mental health and addictions by “Utilising 
process improvement tools such as Lean Process, Six Sigma, CAPA, Capacity  
Planning and scheduling to streamline and optimise process pathways” (Mental 
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Health Commission, 2012b). Blueprint II further proposes supporting a system 
wide change by using current innovations to re-design systems including the 
Choice and Partnership Approach (CAPA) and the Productive Community Model (a 
continuation of the Productive Ward Series) as Blueprint II claims that “Both of 
these tools achieve significant and lasting improvements, predominantly in 
improving access and reduced wait times, improving the quality and consistency of 
care delivered, and reducing costs” (Mental Health Commission, 2012b). 
While there has been an increase in both the demand and the funding available to 
mental health and addiction services there has also been a call to place more 
emphasis on quality, safety and experience of care as a means to improve how 
services are delivered.  This shift in how services are to be delivered included a 
discussion on what it means to recover from a mental illness and how those 
accessing services participate in the treatment (Mental Health Commission, 
2012a). Below is an overview of the main policy documents that both shaped and 
recorded these shifts. 
1.8 Chapter conclusion and thesis overview 
There is a clearly evidenced trend of increasing demand on mental health and 
addiction services, while 58-18.5% of people with mental disorders are still not 
seeking treatment (Browne et al., 2006). While services are predicted to continue 
to experience an increase in demand (Whiteford et al., 2014) there is a continued 
call for increased funding (Elliot, 2017). It had been signalled that the government 
has entered a period of “fiscal restraint” (Ministry of Health, 2012c). This has led to 
a call for more effective use of current resources to continue to improve access and 
outcomes in the sector (Mental Health Commission, 2012a).  
The ideal state for mental health and addiction services is still being sought 
(Collins et al., 2011). Leading public policy over the last 30 years has been a series 
of guiding documents published by the Mental Health Commission. These 
Blueprint reports on “how things need to be” set out aspirational goals for the 
mental health and addictions sector to create more accessible and higher quality 
services, heading towards 2022. The same Blueprint II reports make 
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recommendations on how the sector may achieve these aspirational goals, one 
being for the sector to adopt Lean thinking approaches.  
This thesis aims to explore  a) how Lean has been implemented in the mental 
health and addition sector to date, b) how it is experienced by the staff 
implementing it and c) if it supports patient centred approaches as a further aim of 
the Blueprint II reports.  Chapter two of this thesis provides an overview of mental 
health reform and the key reports and policy documents that have both shaped the 
mental health and addiction sector in New Zealand to date and provide further 
guidance on how the sector can better meet the meets of those seeking services. 
The final part of chapter two reviews the aims and recommendations Blueprint II 
as the key guiding document for the mental health and addiction sector at the time 
this thesis was started. This includes introducing Lean thinking as one method 
proposed to assist the sector realise its goals. 
Chapter three outlines Lean thinking and its application to health care. This 
chapter provides a critical overview of lean in health care. This is followed by 
reviewing the proposed barriers and potential benefits for the mental health and 
addictions sector adopting lean. A literature review of the application of Lean in 
the sector to date is then provided. 
Chapter four outlines the study design, methods and the research process. This 
chapter provides rationale for a qualitative research approach and details the 
interview methods used, how participants were sought, and the process adopted 
for data analysis. 
Chapter five presents the results of this study. This section is divided into four 
parts that reflect the research questions are as follows: 1) Background information 
of the participants; 2) How the sector has encountered Lean approaches to date; 3) 
the perceived value of Lean and finally; 4) does Lean support the implementation 




Chapter seven is the concluding chapter for this thesis. It explores the implications 
of the results of this thesis and the role of Lean thinking in improving mental 




2  Chapter 2 
2.1 Chapter Introduction 
As stated in the previous chapter, the mental health and addiction sector has been 
through a period of change in both the settings in which services are delivered and 
the philosophies that underpin service delivery. A brief overview of the reports 
and associated policy documents that facilitated these shifts is provided in this 
chapter, before an in-depth review of Blueprint II is undertaken to understand 
what recommendations are being made to  assist the mental health and addiction 
sector to improve on the Triple Aim proposed by the former Mental Health 
Commission (Mental Health Commission, 2012b). 
2.2 Precursors to Blueprint II 
Blueprint II has evolved from a number of preceding guidelines and reports 
including: The 1996 Mason Report (Mason, Johnston, & Crowe, 1996),  Blueprint 
for Mental Health Services in New Zealand (Mental Health Commission, 1998), Te 
Haererenga mo te Whakaranga  1996-2006: The Journey of Recovery for the 
New Zealand Mental Health Sector (Mental Health Commission, 2007a) and Te 
Hononga 2015: Connecting for greater well-being (Mental Health Commission, 
2007b). Each are briefly summarised below for both their content and their 
contribution to advocating and prompting change in the mental health and 
addictions sector. This is not an exhaustive list of all inquiries and reports relating 
to the mental health and addiction sector in New Zealand but rather a focus on 
those that develop a narrative of changes leading up the development and release 
of Blueprint II. 
2.2.1  The Mason Inquiry and the Mason Report (1996) 
As a result of the government inquiry in 1995 and following wide spread public 
consultation the document titled:  The inquiry under Section 47 of the Health and 
Disability Services Act 1993; in respect of Certain Mental Health Services: Reports 
of the Ministerial inquiry to the Minister of Health Hon Jenny Shipley (Mason et al., 
1996) hereafter referred to as the 1996 Mason Report, highlighted that all mental 
health and addiction services including assessment, treatment and continuing care 
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were under resourced and lacked coordination. Instead of making a list of 
recommendations to resolve this problem, it was recommended that the Mental 
Health Commission be established to “act as a catalyst to improve performance and 
lift the priority given to mental health in New Zealand” (Mason et al., 1996).  
Initially it was proposed by the Mason Report that the Mental Health Commission 
should become responsible for purchasing, service provision and policy 
development, however what evolved was a monitoring and advocacy function. 
The 1996 Mason Report highlighted the negative impact that stigma regarding 
mental health and addictions had on progress within the sector.  To address this 
stigma a public education campaign, which became known as “Like Minds, Like 
Mine” was developed to challenge existing negative attitudes towards people with 
mental illness.  The Mental Health Commission was also given a role in facilitating 
change in government agencies, whose policies impacted on people with mental 
illness (Mental Health Commission, 2007a). Beginning its work in 1996 as 
ministerial committee, the Mental Health Commission was established as a crown 
entity in 1998. 
2.2.2 Blueprint for Mental Health Services in New Zealand: How Things Need to be 
(1998) 
The core function of the Mental Health Commission was to make further 
recommendations on facilitating change. Their first publication: “Blueprint for 
Mental Health Services in New Zealand: How things need to be” (Blueprint) which 
was published in 1998 and did just that. Focusing on the top 3% of need in the 
mental health and addiction sector, it was Blueprint that introduced the 
fundamental philosophy of recovery to the mental health and addictions sector 
(Mental Health Commission, 1998). Blueprint challenged the previous concept of 
recovery; which was understood as no longer possessing a diagnosis of mental 
illness, but rather redefined recovery as a journey where people can live well, in 
the presence of a mental illness.   
Blueprint is identified internationally as one of the first national policy documents 
to advocate for this new vision of recovery oriented care (Adams et al., 2009). The 
adoption of many of these recommendations into a national mental health strategy 
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lead to New Zealand becoming one of the first governments to endorse the 
recovery movement (Mental Health Commission, 2007a) that has since been 
adopted internationally. 
2.2.3 Te Haererenga mo te Whakaōranga 1996-2006: The Journey of Recovery for the 
New Zealand Mental Health Sector (2007) 
The above report, authored by the Mental Health Commission (2007a), examines 
the progress made in the mental health and addition sector from 1996 to 2006. Te 
Haererenga mo te Whakaōranga identifies a range of challenges to date and 
outlines a number of critical issues for the future, particularly in progressing the 
goals of achieving the vision of recovery.  
This report identified that the combination of commitment from successive 
governments that resulted in an increase of funding along with improved 
leadership and policy development, resulting in a growth and a clearer direction 
for the mental health and addiction sector (Mental Health Commission, 2007a). 
The adoption of the principle of recovery was described as a fundamental shift in 
understanding how mental health services need to be delivered and further 
influenced the sector to improve collaboration between service users and 
providers in both the range of services offered and in individual journeys of 
recovery. This shift from pastoral care to one of collaboration is seen as the start of 
emphasising people centred approaches. 
In Te Haererenga mo te Whakaōranga, the Mental Health Commission (2007a) 
reports a considerable improvement in the overall quality of mental health and 
addiction services on offer with improvement in the development of services for 
addiction services, early intervention in psychosis, children and young people, 
forensics, maternal mental health kaupapa Māori and pacific services. The Mental 
Health Commission (2007a) attributes some of this success to the introduction of 
standards, culture change within the sector, service improvements, workforce 
development and the commitment and innovation of mental health and addiction 
staff. Further improvement was still sought across the whole sector, with 
particular focus being placed on challenges faced by inpatient units and 
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community mental health teams in providing safe and recovery oriented 
assessments, treatments and ward environments. 
Despite an increase in staffing levels over this period, services were still only 
continuing to cater for the top 3% of need. The increased staffing met the 
increased demand for high level services but failed to increase accessibility of 
services to the a wider population (Mental Health Commission, 2007a). Increasing 
access to services, especially for those that experienced challenges accessing the 
most appropriate services when they are needed, continued to be considered 
crucial for an effective mental health and addiction sector.  
Te Haererenga mo te Whakaōranga (Mental Health Commission, 2007a) cite a rise 
in the consumer and family/ whanāu inclusive practices as a positive achievement 
for the mental health and addictions sector. However, they also felt that there was 
need for further development of partnerships or people centred approaches to 
care and the inclusion of consumer and family/ whanāu leadership in all levels of 
the sector.  
2.2.4 Te Hononga 2015: Connecting for greater well-being (2007) 
Te Hononga 2015: Connecting for greater wellbeing (Te Hononga)  was published 
by the Mental Health Commission (2007b) to create a high-level vision of delivery 
on the Ministry of Health’s mental health strategy documents Te Tahuhu  - 
Improving Mental Health 2005-2015: the Second New Zealand Mental Health and 
Addiction Action Plan and Te Kokiri: The Mental Health and Addiction Action Plan 
2006-2015. Building on the assessment of progress to date as outlined in Te 
Haererenga mo te Whakaōranga, Te Hononga aimed to build a vision of system 
that not only improved the mental health and addiction sector for those 
experiencing mental illness but also worked to reduce the incidence of mental 
illness and promote wellbeing for all New Zealanders. This demonstrated a shift in 
mental health and addiction policy away from focusing on the top 3%, or those that 
experience the most significant impairment from mental illness, to a whole 
population approach where mental health, which is defined as the state where an 
individual can reach their full potential, participate in their community and 
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recover from normal stresses of life (World Health Organization, 2005),  is a state 
that all New Zealanders can and should be enabled to achieve. 
The Mental Health Commission (2007b) outlined the values, concepts and 
principles that were needed to underpin future interactions between people and 
the systems they should be operating within by 2015. Thereby further reinforcing 
the need for people centred approaches that promote recovery and wellbeing for 
everyone. Where an individual’s rights, autonomy and strengths are recognised to 
build resilience and services provide the right responses, earlier and in 
collaboration with other agencies and communities.  
2.3 Overview of Blueprint II 
Blueprint II: Improving Mental Health and Wellbeing for all New Zealanders 
(Blueprint II) was compiled by the Mental Health Commission with engagement 
from the health and disability sectors, consumers and their family and whanāu. Its 
aim was to provide independent, evidence based advice and guidance to the 
mental health and addictions sector, broader health sector and to the government 
to inform national level policy. It has been published across two documents 
including:  
• How things need to be – which is aimed at a broad audience and provides a 
general overview of the recommended changes in the Mental Health and 
Addiction Sector, and 
• Making change happen, a companion document to how things need to be - is 
directed at those working in the sector with the purpose of collating current 
evidence based and promising practices to inform what is needed, in order 
to realise the aims of Blueprint II: How things need to be. 
For the purpose of clarity in this thesis, these two documents will be referred to as 
Blueprint II as a set of companion documents, unless specially referenced. 
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2.3.1 Blueprint II: How Things Need to Be 
In releasing Blueprint II, the Mental Health Commission (2012a) describes itself as 
championing a “bold vision” where mental health and wellbeing will be accessible 
to all New Zealanders when the following goals are achieved: 
• Elimination of wait times to access the appropriate intensity of treatment 
for those with mental health and addiction issues. 
• Partnerships (people centred approaches) will be evident between services 
and consumers, including their family and whanāu. 
• Support services are designed around the consumer’s needs, where every 
service contact contributes their return to health and independence. 
• Government and community action will be developed across sectors to 
enhance protective factors that contribute to mental wellbeing (e.g. 
employment, housing, education and social inclusion). 
• Equitable health outcomes will be achieved for different population groups. 
• Whole system performance will be transformed to reduce the average cost 
of care, thus increasing capacity of services to a wider range of people. 
In order to support the creation of this vision, Blueprint II detailed the principles, 
directions and actions needed for success to be realised. These are outlined below. 
2.3.2  Principles of Blueprint II 
Building upon the initial Blueprint document (Mental Health Commission, 1998), 
Blueprint II reinforced  people centred approaches to build recovery and resilience 
for consumers. People centred and recovery oriented principles are evident in 
other national mental health strategy and planning documents including Australia, 
England, Canada, Italy, Scotland and the United States and aligns with the priorities 
of international leaderships groups such as the World Health Organisation (Adams 
et al., 2009). 
Traditionally mental health and addiction services have focused on medical 
approaches that focus solely on the minimisation of symptoms ideally to a state of 
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the absence if disease, where recovery is commonly defined as living well in the 
community with natural supports (Mental Health Commission, 2012a). Recovery 
does not always mean that a person will return to full health but acknowledges 
that mental distress is part of the human experience and people can live well 
despite this (Mental Health Commission, 2012a). The recovery philosophy stresses 
hope, a wide range of services that offer choice for people with mental distress 
along with self-determination and full participation in society (Mental Health 
Advocay Coalition, 2008). Service users themselves define recovery oriented 
services as those that build consumer autonomy, recognise consumers as whole 
human being with strengths and problems, services that expect recovery and offer 
choices through a broad range of solutions and resources (Mental Health 
Commission, 2004).  
People centred approaches respond to the needs of the consumer, rather people 
needing to fit within an existing service framework (Mental Health Commission, 
2012a).  People centred approaches involves a partnership between the consumer 
and the health professional, where both  share the management of the illness 
leading to increased adherence to management protocols, improved quality of live 
and decreased morbidity (Bauman, Fardy, & Harris, 2003).  In order to understand 
and be responsive to the needs of the consumer, services must engage with 
consumers in a partnership to jointly identify the consumer’s problems, strengths 
and aspirations regard their specific care planning. A people centred approach 
therefore allows the consumer to contribute expertise about their own experience 
and together with the practitioner’s expertise, negotiate how best the service 
provider can assist with a treatment plan that evolves as the consumers’ needs 
change (Mental Health Advocay Coalition, 2008). 
A people centred approach extends beyond individual treatment planning to 
incorporate consumer voices at all levels of service design and delivery. Bottom up 
leadership, where consumers and their families are able to develop their 
leadership potential to participate in the design, delivery and evaluation of 
services will further develop equalising relationships with consumers and service 
providers (Mental Health Advocay Coalition, 2008). 
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2.3.3 Directions of Blueprint II 
Across the range of diverse services provided by the mental health and addictions 
sector, Blueprint II (Mental Health Commission, 2012a) calls for five directions for 
service development: 
1. Respond earlier and more effectively to mental health, addition and 
behavioural issues. 
2. Improve equity outcomes for different populations. 
3. Increase access to mental health and addiction services. 
4. Increase system performance and effective use of resources. 
5. Improve partnerships across the whole of government. 
These are discussed in more detail below: 
2.3.3.1 Respond earlier and more effectively to mental health, addition and 
behavioural issues. 
Blueprint II (Mental Health Commission, 2012a) recommends a life course 
approach which allows the sector to identify critical points in the progression of 
mental health, addiction and behavioural problems. There is strong evidence to 
show that earlier interventions can lead to better outcomes in terms of reduced 
negative impacts and reduced level of intensity of services required. (Mental 
Health Commission, 2012a). Across an individual’s lifetime, eight timeframes have 
been identified where the early identification of mental health, addiction and 
behavioural issues can occur. These timeframes can have multiple influences in the 
context of supporting individual and family/ whanāu resilience.   
2.3.3.2 Improve equity of outcomes for different populations 
Not all New Zealanders experience the same mental health and addiction outcomes 
within existing services. Māori, Pacific peoples, lesbian, gay, bisexual and 
transgender people, refugees people with intellectual disabilities, people who are 
deaf, people in detention and people who live rurally have inequitable health 
outcomes due to a mix of ethnic, cultural, socioeconomic, geographic and 
environmental factors (Mental Health Commission, 2012a).  
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Māori and pacific peoples are uniquely identified in Blueprint II as two populations 
who have higher rates of overall mental health disorders but low access rates to 
existing services (Browne et al., 2006). 
2.3.3.3 Increased access to organised mental health and addiction responses 
Blueprint II has broadened the definition of the mental health and addiction sector 
to include those across the spectrum of mild, moderate and severe mental illness. 
This widens the provision of mental health and addition services to include 
primary care and social sector agencies. Stepped care (discussed in more detail 
below) is proposed as a model to deliver mental health and addiction services 
across the spectrum of available services, allowing people to be referred to the 
appropriate level of intervention at the time it is needed. This is contrast with 
some consumers who are unable to access a service because they do not fit the 
criteria for existing services, with symptoms being deemed too severe for a lower 
level intervention and not severe enough for a higher level of intervention. This 
approach requires effective cross sector partnerships to develop coordinated 
stepped care services with seamless transition between different levels of care. 
2.3.3.4 Increase system performance and the effective use of resources 
New Zealand has seen in increased investment within the mental health and 
addiction sector since 1998 and is considered well-funded when compared to 
other countries (Mental Health Commission, 2012a). Blueprint II called for a more 
efficient use of current services and funding arrangements. Three main strategies 
are outlined below including providing improved stepped care options, creating 
no-wait systems and modifying the way the sector is funded. 
Stepped Care Approach 
The stepped care approach aims to offer the consumer the least 
intensive and restrictive treatment option that is anticipated to be of 
benefit. If the level of treatment provided shows no significant gains 
then the intervention is “stepped up” to provide a more intensive 
treatment (Bower & Gilbody, 2005). Also, when significant gains are 
achieved at a particular level of care then the intervention may be 
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“stepped down” to a lower intensity treatment that continues to support 
the consumer on their path to recovery, while increasing their 
autonomy. Te Pou (2012) described the stepped care model as “an 
efficient way to make use of limited resources when providing 
treatment for a service user population spanning a spectrum of severity” 
(p. 4). A key feature of a successful stepped care approach is 
standardised systems and procedures that offer different interventions 
at different levels of intensity, with seamless transitions between steps 
(Mental Health Commission, 2012a). As seen in the figure below, a 
stepped care approach also involves coordinating services across the 
whole sector with tertiary, secondary, community and primary services 





Figure 2.1: Stepped Care Approach for Mental Health and Addictions (BII,p61) 
 A “no-wait” system  
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Blueprint II defines “no-wait” as no one needing to wait to access 
services, no one waiting to be discharged from services and 
practitioners not waiting for referrals between services to be actioned.  
Moving towards a more responsive “just in time” system is intended to 
lead to reduced escalation of distress and loss of resiliency while waiting 
to access to services. It also aims to provide support earlier in the onset 
of illness, crisis or relapse.  Building the “no wait” system will enable 
clinicians and consumers to “step down” or be discharged from care due 
to having confidence in accessing services in a timely manner if needed 
again in the future.  
 
 Modify the way the sector is funded 
To assist in the development of the directions described above, a 
different funding model was recommended.  Current ring-fencing of 
mental health and addiction budgets has provided gains to the sector 
and should be maintained. Blueprint II recommended three key 
changes: 
• more flexibility within the sector on how the funds can be 
spent to enhance health promotion, self-care, primary, 
community and DHB services, 
• move to a population-based approach for determining DHB 
level funding and, 
• greater emphasis on outputs and outcomes in DHB and 
provider accountability targets that are incrementally 
increased over time. 
2.3.3.5 Improve relationships across the whole of government 
Mental health and addiction issues cross existing service silos and boundaries 
including mental health, general health, housing, education, accident, social, justice 
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and community services. Working across these artificial boundaries will ensure 
any investment will achieve the best possible outcomes artificial boundaries. 
2.3.4 Priority Actions of Blueprint II 
Blueprint II has identified seven priority actions to support the directions defined 
above. The first four priority actions relate to specific populations who access 
mental health and addiction services, and therefore are not relevant to the whole 
mental health and addiction sector but only to those sectors working directly with 
each specific population.  
1. Providing a good start 
2. Positively influencing high risk pathways 
3. Supporting people with episodic needs 
4. Supporting people with severe needs 
5. Supporting people with complex needs 
6. Promoting wellbeing, reducing stigma and discrimination 
7. Providing a positive experience of care 




Figure 2.2: Linking the Triple Aim and Priority Areas in Blueprint II (BII, p8) 
 
However, the primary focus of this thesis is the last two priorities, “providing a 
positive experience of care” and “improving system performance”, which apply 
across the duration of the life course approach and therefore applicable to the 
entire mental health and addictions sector. The following section examines the 
recommendations made in Blueprint II: Making change happen (Mental Health 
Commission, 2012b) has made for the implementation of these final two priority 
actions. 
2.3.5 Blueprint II: Making Change Happen 
As the focus of this thesis are priority outcomes seven (Providing positive 
experience of care) and eight (Improving system performance), Blueprint II’s 
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recommendations for making change happen in these areas are discussed in more 
detail below. 
Overview of providing a positive experience of care 
Positive experiences of care relate directly to people centred approaches which 
include consumer and family/whanāu involvement that allows for clear and open 
partnerships in treatment and relapse planning. To build people centred 
approaches and positive experiences of care, Blueprint II recommends creating of 
a culture of partnership and engagement, providing timely support when needed, 
where every opportunity is utilised to build recovery and resilience, where 
outcomes are equitable and where harm to the consumer is minimised or avoided.  
Build a strong culture of partnership and engagement 
Further developing engagement and healthy, respectful relationships between 
services and consumers and their family/whanāu is considered a fundamental 
action for mental health and addiction services. When services are co-created to 
promote choice, partnership and collaborative decision making into treatment 
planning, improved patient outcomes are achieved. This includes people being 
more likely to receive preventative care, display better health indicators and be 
less likely to access emergency care and require hospitalisation (Greene & 
Hibbard, 2012). 
Blueprint II calls for improved consumer and family/ whanāu participation in all 
levels of mental health and addiction services including individual treatment 
planning, service level operations, shaping policy and being part of national service 
development planning. A system wide approach to consumer and whanāu 
engagement is called for to improve sustainability and transferability of 
participatory models and move away from localised and token participation. 
Mental health and addiction sector staff also have a significant role in developing 
people centred care and need to be supported through workforce development 
strategies that support the corresponding values, skills and attitudes. In addition, 
staff need to be engaged to build effective teams with the centre being the service 
user and their whanāu.  
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Blueprint II identifies the opportunity for the development of shared care plans to 
clarify the consumers treatment goals and to improve collaborative planning 
across clinicians and agencies, both between health providers and between health 
and other social sector agencies.  
Provide timely, dependable support when needed 
Blueprint II defined a responsive system as providing 24/7 access, that enables 
walk-ins, provides “no wait” appointments and utilises stepped care approaches to 
offer a range of treatment options at different intensity levels at the time they are 
needed in culturally responsive environments.   
Integrated health pathways that minimise the number of locations and services 
consumers need to go to get the appropriate care will be of benefit to the 
consumer. Creating integrated and streamlined care pathways will result in fewer 
consumers falling between the gaps that exist across silos of care and improve 
overall system efficiency through reducing duplication and unnecessary 
administrative transfers. 
Further recommended strategies to build positive experiences of care included:  
a) incorporating self-management techniques and the use of clinical, outcome or 
self-assessment measures to monitor progress and inform changes to treatment,  
b) improving equitable outcomes by involving the relevant workforces (e.g. Māori) 
at all levels of consumer care to build culturally safe approaches, and 
c) minimising harm to consumers by reducing restrictive interventions and 
ensuring clients have appropriate access to information about their treatment 
options, including in times of crisis. 
In summary, providing a positive experience of care involves consumers being 
active partners in their own care. This approach acknowledges that experiences of 
care and outcomes of care can improve when a people centred approach is 




Overview of Improving System Performance  
Blueprint II had created a vision for the sector based on resourcing being 
maintained at current levels. In order to improve overall system performance 
within current financial resources, Blueprint II recommended a range of emerging 
models of care and quality improvement systems that were deemed promising in 
being able to improve the productivity of the sector. Lower intensity models of 
care such at peer support, e-therapies and brief talking therapies can offer 
increased numbers of consumers appropriate support as part of a stepped care 
model.  In addition, quality improvement systems, which are described in more 
detail below, were promoted as another way improve overall system performance. 
Blueprint II proposed a number of quality improvement systems that were 
deemed to have the ability to reduce variation in the ways that services are 
delivered, improve quality and safety and assist the  workforce to work at the top 
of their scope while also having the potential to increase the proportion of time for 
direct and meaningful interactions between consumers and services.   
Blueprint II identified two existing methods of innovation for redesigning and 
streamlining the way services operate in New Zealand as being 1) the Choice and 
Partnership Approach (CAPA) and 2) the Productive Ward model. Both had been 
highlighted as having the potential offer multiple and concurrent outcomes 
including improve access to services, reduce wait times, improve consistency, 
improve quality of care and reduce costs. They do so by empowering staff to drive 
service improvements through a continuous improvement framework based on 
systems thinking and the monitoring of system performance and clinical outcomes 
measures. Both approaches have identified roots in the Lean thinking (King's 
College London/ NHS Institute for Innovation and Improvement, 2010; York & 
Kingsbury, 2013), but also align with other continuous improvement processes 
such as Key Performance Indicator trend analysis, Capacity Planning and 
scheduling and Six Sigma methodologies (Mental Health Commission, 2012b). 
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2.4 Blueprint II’s connection to current activity in the mental health and 
addiction sector  
A number for reports and guiding documents had been published since the release 
of Blueprint II in 2012.  They are reviewed below to establish the ongoing 
relevance of the directions and principles outlines in Blueprint II following the 
disestablishment of the Mental Health Commission as discussed below. 
2.4.1 Disestablishment of the Mental Health Commission and Implications for 
Blueprint II 
The Mental Health Commission, as the entity responsible for Blueprint II, was 
disestablished in June 2012, following the passing of the Crown Entities Reform 
Bill. The responsibilities of the Mental Health Commission were transferred to the 
Health and Disability Commission. 
Blueprint II continues to be identified by the Health and Disability Commission as a 
guide to assist the mental health and addiction sector towards developing more 
integrated, responsive and cost-effective services (Health and Disability 
Commissioner, 2017). However, to date no further action or monitoring the 
progress towards the vision outlined in Blueprint II has been identified. 
2.4.2  Blueprint II’s Relationship with subsequent Government planning documents  
Blueprint II continues to be viewed as an invaluable resource (Ministry of Health, 
2012c) in informing public policy and service development plans. A summary of 
the key documents that build upon Blueprint II are listed below: 
• Rising to the Challenge: The Mental Health and Addiction Service 
Development Plan 2012-2017 (Ministry of Health, 2012c).  Both 
Blueprint II and Rising to the Challenge highlight key themes of improved 
outcomes, particularly for those most currently disadvantaged, stronger 
integration of services, increased access to a wider population, earlier 
intervention and shorter wait times to appropriate levels of care, all with a 
focus on working within the currently available financial resources. 
• People’s Mental Health Report (Elliot, 2017) Blueprint II is 
acknowledged as  a previous independent review of mental health and 
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addiction services that provides a promising vision for action. Further 
specific recommendations are made that will assist the sector to improve 
including re-establishing the Mental Health Commission and completing an 
independent inquiry to the current state of mental health and addiction 
services (Elliot, 2017). 
• Mental Health and Addiction Workforce Development Plan 2017-
2021 (Ministry of Health, 2018). Both Blueprint II and this document are 
based on the New Zealand Triple Aim and seek to build services that offer 
value and high performance while maintaining a people centred approach. 
• He Ara Oranga Report of the Government Inquiry into Mental Health 
and Addiction (Paterson et al., 2019). This report details the solid 
foundation the Blueprint II reports have developed for sector wide 
improvements and details a number of recommendations including to 
continue to build approaches that maintain people at the centre of service 
delivery and development.  
Despite the disestablishment of the Mental Health Commission, subsequent 
reports demonstrate the enduring influence the Blueprint II documents have in 
continuing to shape the future of the mental health and addiction sector, by both 
identifying the principles underpinning change, the priorities for improvement and 
promising methods to support the sector to realise these. 
2.5 Existing evidence of Lean thinking at the time of Blueprint II 
Blueprint II identified CAPA and Productive Ward Series, both Lean adaptations, as 
approaches to facilitate the whole system changes proposed in the mental health 
and addictions sector. When Blueprint II was published in 2012, the evidence for 
the effectiveness of Lean approaches in general health care was growing (Brandão 
de Souza, 2009; Radnor, Holweg, & Waring, 2012), but research on the direct 
application of Lean to the mental health and addictions sector was in its infancy 
(Joosten, Bongers, & Janssen, 2009). Indeed, promising results indicated that Lean 
approaches in mental health and addition services could assist to deliver 
decreased wait for appointments (Chugg, 2009; Robotham & James, 2009; 
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Williams, Latta, & Conversano, 2008), increased capacity of services (LaGanga, 
2011; Young & Wachter, 2009), decreased length of stay in wards (Atkinson & 
Mukaetova-Ladinska, 2012), increased staff time for direct client care (Mumvuri & 
Pithouse, 2010), and a reduction of incidents including violence (Atkinson & 
Mukaetova-Ladinska, 2012; Mumvuri & Pithouse, 2010). All these improvements 
could potentially contribute to progressing the Triple Aim of improved experience 
of care, improved health outcomes and improved value for public resources.  
Along with the growing evidence of Lean in mental health and addiction services 
there appeared to be a philosophical alignment between Lean and the sector 
(Balfour et al., 2017). Lean’s key principles of respect for people and defining value 
from the customer’s perspective seemed to echo some of the sentiment of people 
centred approaches. Both Lean and the mental health and addiction sector shared 
a culture of wanting to have a greater understanding what is valued by the person 
receiving the service and using this perspective to inform future improvements. So, 
in addition to the emerging research on improving access, reducing wait times and 
other outcomes, the desire of the sector to continue to build people centred 
approaches could be supported by Lean’s emphasis on defining value of a service 
from the consumer’s perspective. However, there has been minimal research 
completed to see if this has been the case.  
2.6 Chapter conclusion 
Evolution of mental health and addiction services in New Zealand has seen 
significant changes in the increase of people centred approaches and the 
adaptation of recovery frameworks. Publications from the Mental Health 
Commission, including Blueprint and Blueprint II have defined these principles in 
the New Zealand context and facilitated their adoption in service planning and 
development. Although the Mental Health Commission no longer exists, their 
publication Blueprint II continues to inform the sector through its enduring 
influence on subsequent Ministry of Health reports, which share the goal of 
enhancing people centred approaches to improve services in a period of increasing 
demand and simultaneous fiscal restraint. 
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Lean thinking approaches were identified by Blueprint II as effective tools for the 
mental health and addictions sector to bring about incremental but continuous 
improvement based on promising evidence emerging at the time. The mental 
health and addictions sector have increasingly adopted such approaches (CAMHS 
Network, 2017). An alignment between the sector’s desire to continue to build 
people centred approaches and Lean’s emphasis on defining the value of 
improvements from the consumer’s perspective further hints at Lean a suitable 
approach. The following chapter provides a critical review of the research on the 
application of Lean within the health sector and more specifically the mental 




3 Chapter Three 
3.1 Chapter Introduction 
This chapter aims to outline the evolution of the research relating to Lean to date. 
Starting from its origins in the manufacturing industry to reviewing how Lean had 
been adapted and implemented to general health services and then finally mental 
health and addiction services. A critical review of the suitability for Lean in the 
mental health and addiction sector is provided with reference to its ability to 
support the directions proposed in Blueprint II. 
3.2 Development of Lean 
Toyota identified the traditional manufacturing process, where products had been 
made in bulk and stockpiled, no longer allowed them to remain competitive. So 
Toyota sought to create an alternative manufacturing process (Burgess & Radnor, 
2013) and the Toyota Production System (TPS) or Lean as it has come to be 
known, was developed (Womack, Jones, & Roos, 1990). 
Definitions of Lean have been defined, debated and redefined in the literature with 
a lack of consensus yet to be obtained (Langstrand & Drotz, 2016).  Lean is 
acknowledged as being intrinsically unstable and difficult to standardise due to the 
application of the Lean philosophy of continuous quality improvement to Lean 
thinking itself, which means Lean has the ability to be improved upon and adapted 
to the context within which it is used. This continual improvement of Lean creates 
further adaptations that will continue to evolve over time (Andersen, Røvik, & 
Ingebrigtsen, 2014; Papadopoulou & Özbayrak, 2005; Samuel, Found, & Williams, 
2015). As such, Lean has also been described as polymorphic nature, occurring in 
different forms and continues to have different meaning in different contexts 
(Benders & Van Veen, 2001). However continues to be one of the most recognised 
and debated improvement methodologies (Samuel et al., 2015).  
Womack et al. (1990) are often acknowledged for explaining the TPS to the 
western world, they translated the core principles of Lean to the manufacturing 
environment as: 
1. Provide the value customers want, 
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2. Identify what adds value and eliminate waste, 
3. Create continuous flow of the remaining steps, 
4. Pull production based on demand for goods, 
5. Pursue perfection by providing value provided with ‘zero waste’. 
The operational aspects of providing value for the customer, reducing waste by 
compressing time and improving flow, and standardising work are often the most 
recognised aspects of Lean (Joosten et al., 2009; Kim, Spahlinger, Kin, & Billi, 2006; 
Samuel et al., 2015).  The central principle in Lean thinking is that of “value for the 
customer” where all activities can be measured against the benchmark of “does 
this add value to the customer?”. Put simply, value is defined as what the customer 
would  be willing to pay for and waste is what a customer would not want to pay 
for (Burgess & Radnor, 2013).   
Lean also seeks to minimise variation, which is defined as the degree of difference 
in a process when repeated, by standardising processes (Joosten et al., 2009). 
Specifying work in its smallest detail allows for more predictable production 
quantities, more consistent quality of product and facilitates the movement of 
cross trained staff to step in for absent employees without disrupting flow, quality 
or quantity (Shah & Ward, 2007). 
Lean thinking uses a number of tools in the improvement process, authors note 
that these tools are not unique to Lean and have often been adapted from other 
existing quality improvement process, including the Deming cycle (Clark, Silvester, 
& Knowles, 2013) and Training Within Industry approach (Dinero, 2005). Within 
Lean there may be multiple quality improvement methods being used 
simultaneously or in a mix and match approach with elements of multiple methods 
being drawn at times reducing the fidelity of tools used (Young & McClean, 2008). 
Forty-eight different practices and tools have been associated with Lean 
production (Shah & Ward, 2007). However, the tools most recognised as 
components of Lean include value stream mapping (Brännmark et al., 2012), 




One major criticism in the existing research is the focus more on the visible and 
simplistic elements of Lean (Spear & Bowen, 1999) while missing the more 
complex interactions of a Lean systems approach, (Joosten et al., 2009; Karlsson & 
Åhlström, 1996).  Harrison and Storey (1996) cite the polarisation of academic 
literature can be seen through operations management literature failing to 
adequately address social and organisational elements of Lean. As literature has 
adopted a more strategic view of Lean it has portrayed it as a philosophy first and 
foremost with a simultaneous use of associated tools (Ahlstrom, 2004). 
The sociotechnical elements of Lean, including building a Lean culture are less 
tangibly demonstrated in research (Joosten et al., 2009).  Hoseus (2008) define the 
pillars of Lean thinking as respect and continuous improvement. Respect is defined 
as respect for the employee, where those on the shop floor have the best insight to 
identifying the barriers and solutions to improving outcomes. However, staff need 
to be developed and empowered to achieve these tasks. Continuous improvement 
is defined as a workplace culture driven to identify areas for improvement and 
uses structured problem solving approaches to identify and realise these 
improvements. These elements together create a learning organisation where 
managers become coaches to support staff to continually apply a structured 
problem solving approach (Liker & Ballé, 2013). This leads to an organisation that 
values employee contributions and continuously strives to produce products or 
services of greater value to the customer by increasing quality and reducing costs 
to the mutual benefit to the organisation, employee and customer alike (Hoseus & 
Liker, 2008). Growing research indicates that both operational and sociotechnical 
elements are interdependent in developing sustainable Lean approaches (Joosten 
et al., 2009; Samuel et al., 2015; Shah & Ward, 2007). Shah and Ward (2007) 
described Lean as an integrated sociotechnical system that comprises of both a set 
of visible elements including tools, techniques and practises that can be easily 
replicated, combined with culture based on new organisational principles and 
routines. Joosten et al. (2009) proposes a cumulative capabilities model where 
operational and sociotechnical aspects are integrated.  Shah and Ward (2007) also 
argue that the Lean pursuit of continuous flow and minimisation of waste in a 
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process requires a dedicated, flexible and engaged workforce and this requires 
organisations to manage their social and technical systems simultaneously.   
Lean has grown in its application to move out of the manufacturing industry to be 
applied in service industries, including the public service sector where it has 
become the current dominant improvement methodology (Osborne, Radnor, & 
Nasi, 2013). However, the growth of Lean into the service sector has not come 
without ongoing criticisms of its suitability and the need for adaptation. It has been 
highlighted that the product in manufacturing is often a discrete transition where 
the production of the product happens separately to the consumption of the 
product, where the product in a service industry is relational, ongoing and the 
production and consumption of the product occur simultaneously (Grönroos, 
2007). The difference between the manufacturing production dominant logic and 
the latter service dominant logic has implications for the application of Lean.  
Critics of Lean in service industries state the prevailing production dominant logic 
basis of Lean does not adequately consider the nature of service industry products 
which are often intangible, consumed at the point of production and have 
consumers as co producers of the service (Radnor & Osborne, 2013). This co 
production of the product, where the interactions that occur between the provider 
and consumers of services are considered essential to how the service has been 
valued by the consumer of the product are integral to the efficacy of mental health 
and addiction services. The importance of the co creation of services through 
developing meaningful relationships in mental health and addiction services is 
discussed further in this chapter. 
3.3 Lean in health care  
The growing popularity of Lean in health care is attributed to its emphasis on 
achieving “more with less” in times of financial constraint, the introduction of 
payment by results models of funding and models that drive evidence of quality 
improvement (Fillingham, 2007).  However, with the adaptation of Lean to service 
and health care industries we have also seen the definition of Lean be adapted to 
reflect that nature of that industry. Graban (2008) defined Lean in health care as 
comprising of a philosophy, management system and a suite of tools where 
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interconnecting elements work together to achieve both the outcomes of achieving 
value for the consumer and reducing waste. More specifically it is described as a 
methodology that can reduce errors and wait times to improve overall quality of 
care for consumers. It is seen as a long term system that that allows hospitals to 
break down disconnected departmental “silos”, reduce costs and eliminate 
roadblocks to allow health care providers to focus on providing care. The 
principles of Lean, as they relate to heath care have also been defined as 
identifying value for the consumer and designing health care around the needs of 
the consumer while eliminating waste by minimising time to treatment (Toussaint 
& Gerard, 2010).  Some authors cite Lean as being a patient- centred approach to 
quality improvement (Black, Miller, & Sensel, 2008) where the patient is 
recognised as the primary customer and a critical viewpoint to be included in lean 
health care (Poksinska, 2010).  Furthermore (Rotter et al., 2018) defined a patient 
orientation as being comparable to the application of Lean principles.  However, 
there is still limited evidence of its application in health care (Liberatore, 2013) 
and therefore not considered evidence based (Goodridge, Westhorp, Rotter, 
Dobson, & Bath, 2015; Young & McClean, 2008).  
Since the initial publication of the use of Lean in health care in 1995 (Samuel et al., 
2015), there has been an increased documentation of the application to health care 
including both in the number of health care organisations adopting Lean within 
countries (Burgess & Radnor, 2013) and the number of countries adopting Lean in 
health care (Brandão de Souza, 2009; Costa & Godinho Filho, 2016; Mazzocato, 
Savage, Brommels, Aronsson, & Thor, 2010) indicating its increased popularity as a 
quality improvement methodology. Lean thinking in service industries, including 
health care, has become widespread with Lean practices accounting for 51 percent 
of publications on quality management processes in service industries (Radnor et 
al., 2012) and have been documented as continuing to increase in its application 
(Costa & Godinho Filho, 2016; Sloan et al., 2014).  
Lean has not been implemented in a standardised manner in health care with 
approaches varying in the tools used, adaptations of philosophy types of settings. 
Lean has been applied to single processes, single departments or whole 
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organisation (Brandão de Souza, 2009). It has been applied across the health care 
system to support activities, ancillary services, clinical and therapeutic operations 
and whole hospitals (Costa & Godinho Filho, 2016). Most literature describes the 
application of Lean methodologies to a particular process or within a single unit 
(Costa & Godinho Filho, 2016; Mazzocato et al., 2010). Mazzocato et al. (2010) 
identified incidence of parallel implementation efforts occurring simultaneously 
with in an organisation but very limited crossing of departmental or organisational 
boundaries to create Lean organisations. By 2005, there were only a few hospitals 
attempting to apply Lean across the whole organisation, including Virginia Mason 
in Seattle, Flinders in Adelaide and Thedacare in Wisconsin (Fillingham, 2007).  
Despite isolated pockets of Lean being studied initially, there has been an increase 
in the number of papers that studied Lean as applied to the whole hospital (Costa 
& Godinho Filho, 2016). As Lean has continued to be used in health care, there has 
also been a shift in the types of sub departments and services that have 
implemented this methodology. Costa and Godinho Filho (2016) found a higher 
prevalence of Lean adoption in clinical and therapeutic operations compared with 
ancillary and support functions, demonstrating the growing application of Lean to 
health care functions that do not resemble manufacturing as closely as other 
sectors.  
While there are no significant differences between the principles, use of tools and 
propositions for Lean in manufacturing and health care (Langstrand & Drotz, 
2016), how Lean was translated to heathcare was seen as an important step for the 
successful adoption into health care (Joosten et al., 2009). 
It has been acknowledged that Lean cannot be translated “unthinkingly” into 
hospitals due to the difference health care does have in comparison to the 
manufacturing (Fillingham, 2007). Lean needs to be adapted to suit health care 
culture, including being translated into language that aligns with the existing 
values in health care (Fillingham, 2007). So while Lean in manufacturing is used to 
achieve economic and operational outcomes, Lean in health care has been used to 
drive improvements in efficiency and safety (Morrow, Robert, Maben, & Griffiths, 
2012), effectiveness and quality (Radnor et al., 2012; Ulhassan, von Thiele 
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Schwarz, Thor, & Westerlund, 2014), wait time and staff satisfaction (Costa & 
Godinho Filho, 2016). Graban (2008) defines Lean as a methodology that enables 
hospitals to improve patient care quality, while supporting employees and doctors, 
with a focus on both eliminating barriers and providing care. Thus, demonstrating 
some of the implications of appropriate translations to the health care sector. 
Value to the customer is considered the most important cornerstone in guiding 
Lean implementation in health care (Burgess & Radnor, 2013). However, value to 
the customer in health care is itself multifaceted with a range of internal and 
external customers, this is seen as a challenge unique to service industries (Radnor 
et al., 2012). In health care internal customers represent physicians, nurses, clerks 
and others involved in the care process as they have a vested interest in what is 
being “made” in the step the client pathway just before their part in the process. 
External customers include patients, their families, regulators and funders (Ben-
Tovim et al., 2008; Kim et al., 2006). The client receiving the service, their families 
and funders of the service all possess external customer status (Young & McClean, 
2008), but are also separate entities (Radnor et al., 2012) which potentially unique 
and conflicting definitions of value, so defining value in health care becomes a 
process of understanding multiple customer perspectives with potential conflict 
between the customers. A further customer consideration unique to health care is 
that external customers can include unwilling or coerced users, citizens who 
indirectly benefit from a service and future users of the service (Radnor & 
Osborne, 2013).  
Lean having been developed in a manufacturing follows a goods dominant logic 
where the consumers experience of the product occurs after the product has been 
created. In this process the consumer is considered to be a passive recipient of 
products (Grönroos, 2007) and value is determined be their experience of the final 
product. However in health care interactions with external customers part of an 
ongoing process and not transactional or discrete in nature as they are in 
manufacturing (McLaughlin, Osborne, & Chew, 2009). These ongoing interactions 
in service industries, such as health care, contribute directly the consumers 
experience and their definition of value (Grönroos, 2007). This service dominated 
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logic defines customer value as a dependant of both technical quality; what is 
delivered to the consumer, and functional quality; how it is delivered and 
experienced by the consumer (Grönroos, 2001).  Defining value from this service 
dominated logic then requires a focus on the interaction between the health care 
provider and the consumer and the consumers role as an active participant in the 
creations of value (Elg, Engström, Witell, & Poksinska, 2012). Critics have noted 
that although concepts such as shared decision making are visible in the health 
care industry, it is not explicitly a component of the application of Lean to health 
care (Poksinska, Fialkowska-Filipek, & Engström, 2017) which may limit the ability 
of Lean to achieve the goals desired by the health sector.  
To address some of these complexities in adapting Lean from a manufacturing to a 
health care environment Ben-Tovim et al. (2008) built on earlier work of Womack 
et al. (1990) to develop the process of Lean to include the need for health care to 
be clear about what the services “make” in each step of the overall health care 
process (e.g. a report or discrete clinical service) and who are the customers, i.e. 
who uses the product being made and how do they define value. This view also 
acknowledges internal customers as users of products. Ben-Tovim et al. (2008) 
model then realigns with Womack and Jones (1990) steps of: improving flow, 
identifying and reducing waste, moving from push to pull processes and 
acknowledging that improvement is continuous.  
An ongoing concern has been raised regarding a trend for services to focus more 
on value from the view of the internal user in mind, which may limit Lean 
thinking’s effectiveness as a public service reform strategy. As services can 
continue to fail to meet users’ needs irrespective of how internally efficient they 
become (Radnor & Osborne, 2013).  Therefore, understanding a user’s 
expectations combined with their experience of that service will affect their rating 
of effectiveness for that service (Grönroos, 2007). 
The label “Lean” to describe the methodology, has in itself been a barrier in 
application to health care (Fillingham, 2007; Joosten et al., 2009; Young & McClean, 
2008). The term Lean is term is often misunderstood, particularly by frontline staff 
in health care and incorrectly associated with stripping services back to a bare 
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minimum, asking staff to work harder and do more in the face of cost cutting 
(Fillingham, 2007). This has contributed to adaptations of the Lean approach being 
rebranded in health care. 
Critics also proposed that the tendency for Lean to be implemented and evaluated 
around access to services, may only serve to shift the wait time to another stage in 
the process, providing minimal shift the time taken to reach the completion of 
treatment therefore adding any value to the client. (Clark et al., 2018).  
There had been significant doubt about the applicability of Lean to heath care, with 
the mantra “people are not cars” often being cited to highlight the differences 
between manufacturing and health care industries (Fillingham, 2007). While Lean 
approaches are seen as useful for streamlining processes in support departments, 
there are critical question raised about its usefulness in mainstream clinical 
services where patient processes are considered more complex than the processes 
seen in manufacturing  and demand is more variable (Powell, Rushmer, & Davies, 
2009). This stance highlighted the concern that health care could not be 
standardised to the same level of manufacturing without significantly impacting on 
the unique ethos and outcomes of health care where is it proposed that health care 
providers require autonomy in order to provide the best care (Morton & Cornwell, 
2009). Critics have also claimed that Lean thinking represented another 
management fad that failed to examine the real economic issues facing health care 
(Donaldson & Bate, 2010).  
Health care is viewed by some as a craft industry where each person’s health care 
needs, and pathway should be individually tailored. Health care professionals have 
practiced in an environment where they have traditionally had the autonomy to 
create tailored health care. Standardisation, proposed by Lean, is viewed as a 
threat to professional autonomy and risks the “de specialising” of health care 
(Fillingham, 2007). This clash in thinking is also noted by Ben-Tovim et al. (2008) 
who described Lean as moving health care away from “craft’ skill based groups 
(like doctors and nurses) or body systems (e.g. repository, cardiovascular) 




Health care has acknowledged that natural variability will continue to exist due to 
unique customer needs. Natural variability being defined as differences in 
treatment and processes that are needed to effectively deal with the unique needs 
of individual patients (Joosten et al., 2009). For example, surgical procedures are 
never conducted in exactly the same manner or psychologists never have exactly 
the same consult with any client twice. Therefore, Lean in health care focuses on 
eliminating artificial variation which is related to design and management of 
health care systems (Litvak et al., 2005). 
3.4 Outcomes in health care 
Lean implementation has been attributed to a number of outcomes considered 
desirable in health care. To date the literature of lean in health care has focused on 
the outcome measures of wait time reduction, costs reduction, length of stay 
reduction and increased capacity of services (Brandão de Souza, 2009; Costa & 
Godinho Filho, 2016).  Additional positive outcomes include improved staff and 
patient satisfaction and reduced mortality (Mazzocato et al., 2010). However, a 
criticism of the current literature is the disproportionate publication of positive 
results, there is a lack of literature where implementation has failed to yield 
positive results or where there have been barriers in implementation (Costa & 
Godinho Filho, 2016). A more in depth discussion of lean application to mental 
health and addiction services is presented below. 
3.4.1 Initial response to Lean in Mental Health Literature (International) 
Historically mental health services have been slow to adopt engage with quality 
improvement activities that have been introduced into health care (Hayward, 
2012). This has been echoed by the evidence of adoption on Lean in the mental 
health sector nearly 10 years after it was first adopted in other health care settings. 
A number of barriers to adopting quality improvement initiatives in mental health 
and addictions have been identified in the literature.  The lack of a continuous 
quality improvement culture in the mental health workforce is one of a number of 
system level barriers facing mental health care reform (Minas, 2012).  A history of 
reforms and restructures that have been perceived to negatively impact the sector 
have left many in the sector with high levels of scepticism and cynicism when 
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further changes are proposed (Health Workforce Australia, 2012). The adoption of 
Lean into mental health care has shown the same delayed implementation with the 
evidence of Lean in general health care appearing in the early 2000’s  (Young & 
McClean, 2008) and  evidence of Lean application to mental health care appearing 
in the literature from 2009 (Chugg, 2009; Young & Wachter, 2009). Although there 
was growing evidence of implementation in health care, further consideration was 
given to Lean’s suitability for the mental health and addiction sector. 
3.4.1.1 Proposed Barriers 
While there was consensus on needing to improve both access and quality of 
mental health services, as discussed in Chapter two, there has been no single 
proposed method to achieve this (Mental Health Commission, 2012b; Porter, 
2009).  Lean was proposed by Blueprint II as one method to start bringing about 
incremental system wide change (Mental Health Commission, 2012b). However, 
applying a Lean model to mental health care to achieve these goals have been met 
with mixed opinions as discussed below. 
Despite the observations of practices that complement Lean already existing in 
mental health prior to the formal adoption of Lean (Hayward, 2012; Joosten et al., 
2009; Omi et al., 2014), there were several concerns raised about the suitability of 
Lean approaches to mental health care. While many critics echoed the concerns 
raised in the application of Lean to general health care, the unique dynamics of 
mental health care lead to a re-examination of the suitability of Lean in this new 
context. 
Mental health services are characterised by human relationships to a greater 
extent than general health services (Lindskog, Vänje, Törnkvist, & Eklund, 2016). 
The role of the therapeutic relationship is an important component of treatment in 
mental health and addiction services and has moderate effects on health outcomes 
(Martin, Garske, & Davis, 2000). As such there is a greater element of co-
production of services in Mental Health where the consumer’s perceptions, 
expectations and relationships all influence clinical outcomes and consumer’s 
determination of the value of services.  The sector’s history of aspiring to build 
consumer and carer involvement has also been noted as  a notable characteristic of 
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mental health care that could create a challenge in adapting Lean or other quality 
improvement methods to the sector (Ross & Naylor, 2017).  These cornerstones of 
mental health care further ignited the concerns of the potential detrimental effect 
of applying Lean, with is roots based in a goods dominant logic framework.  
Mental health care pathways are less rigid and clearly defined than other health 
care treatment pathways where Lean had been applied to previously (Hayward, 
2012; Lindskog et al., 2016). The impact of standardising mental  health and 
addiction care pathways was viewed as a potential deterioration of services 
provided that could negatively impact on consumers and staff alike  (Humphries, 
Newby, & Vize, 2008; Kamp & Dybbroe, 2016). One cause of variation in mental 
health care pathways was cited as a psychiatric diagnostic system which is less 
reliable than other medical diagnostic systems (Kraemer, Kupfer, Clarke, Narrow, 
& Regier, 2012) with the authors of the Diagnostic and Statistical Manual of 
Psychiatric Disorders, as the eminent classification and diagnostic system in 
psychiatry, noting that patients who share a diagnosis do not necessarily share the 
same  symptoms, aetiology or even respond to the same treatment (Segal, 2010). 
Psychiatric diagnoses represent a collection of symptoms experienced by an 
individual. However, there is no assumption that individuals with the same 
psychiatric diagnosis are alike in their presentation or in treatment success rates, 
with symptoms varying within a particular diagnosis and symptoms also existing 
across multiple diagnostic categories (First, Frances, & Pincus, 2002). Psychiatric 
diagnoses rely on inferences derived from patient reports and observations of 
patient behaviour which increase the risk of recall error and subjective 
interpretation—this limitation is less evident in medical care that can further 
inform diagnosis by directly observed evidence (Kraemer et al., 2012). Therefore 
using a psychiatric diagnosis as the foundation of a standardised pathway was 
identified as potentially problematic (Kamp & Dybbroe, 2016).  Starting with an 
assumption that a diagnosis is required to determine a standardised pathway can 
increase the risk of delaying treatment if the process of formal diagnosis of 
psychiatric conditions is delayed (Baumann, Bruny-Olawaiye, & Freeman, 2014).  
In addition, Hayward (2012) questioned the suitability of standardised pathways 
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where there is the possibility for psychiatric formulations and diagnoses to change 
over time and the challenges this would provide to the clinician and consumer in 
adhering to standardised pathways.  It has therefore been argued that mental 
health and addiction services need to retain a “craft” approach to treatment 
pathways to allow the creation of individual treatment programs that respond to 
the varied need of the individual, in response to changes over time. 
The current organisation of mental health services with a complex configuration of 
government and non-government partnerships has been cited as a further barrier 
in implementing Lean (Hayward, 2012; Ross & Naylor, 2017) as client pathways 
cross organisational silos with more complexity than seen in other general health 
services which are predominately ward based (Hannigan & Coffey, 2011; Ross & 
Naylor, 2017). As such some critics have proposed that the efficiency sought by 
Lean may come at the cost of quality of assessment and care (Coghill, 2012).  A 
further identified concern was the structured decision making processes promoted 
in some Lean, which may be perceived to contradict the culture of flexible people 
centred care (Fuggle et al., 2016). 
3.4.1.2 Proposed Benefits 
Faced with implementing a Lean in a mental health department Omi et al. (2014) 
described the process as initially being “not an intuitive match” echoing some of 
the concerns above.  However, they, and other authors note potential and reported 
benefits of implementing Lean to mental health care. Later authors argued that 
Lean is complimentary to existing clinical goals in the mental health and additions 
sector through a  focus on customer experience and eliminating waste that results 
in processes that promote engagement, individualised care and respect while 
delivering care quickly and safely (Balfour et al., 2017) echoing the Triple Aim 
identified in Blueprint II of improving quality and experience of care, improved 
health and best value systems (Mental Health Commission, 2012b).  
Modern mental health practices have evolved in a manner that there is often little 
or no evidential basis to support many current practices, and more often relate to 
the convenience of clinicians or services, rather than the consumer (Humphries et 
al., 2008). While evidence based practices have been developed in many areas of 
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mental health care, they continue to be underutilised in the delivery of  
psychological treatments (Beidas & Kendall, 2010; Fixsen, Naoom, Blase, & 
Friedman, 2005).  It is argued that increased standardisation, through Lean, allows 
for more consistent implementation of evidence based practises by imbedding 
them directly into standardised care with additional rigour and follow through 
than has not been traditionally evident in mental health and addictions (Steinfeld 
et al., 2015). Enhancing the consistent delivery of evidence based practices is a 
result identified as a vital component of building a positive experience of care 
which was identified as a priority area in Blueprint II (Mental Health Commission, 
2012b). 
The aim of increasing time for direct client care is seen as additionally beneficial in 
mental health services for multiple reasons. The first being a greater capacity to 
deliver talking therapies which include a need for greater time with the treating 
clinician than medication or physical therapy would. (Hayward, 2012).  Secondly, 
increased time with consumers can facilitate the development of therapeutic 
human relationships as an integral component of success in the delivery of talking 
therapies  (Lindskog et al., 2016).  Both of these outcomes work towards Blueprint 
II’s Priority 7: building a positive experience of care. 
Lean with its focus on the customer, was also identified as having potential to build 
upon people centred approaches. While it is noted that mental health services 
desire to be more people centred (Humphries et al., 2008), an unspoken bias in 
mental health care continues to discount the input of the consumer in treatment 
planning and service design (Berding, Ananthamoorthy, & Giacomoni, 2014). Lean 
thinking with its direct and visible consideration of value form the consumer’s 
perspective is seen to be able to further assist mental health services towards a 
true people centred approach (Berding et al., 2014) contributing to Priority 7 of 
Blueprint II (Mental Health Commission, 2012b): which pertains to building a 
positive experience of care.  
Balfour et al. (2017) argues that key clinical considerations in the delivery of 
mental health services were aligned to core Lean principles. Where reducing waste 
could be operationalised to decrease wait time, start treatment earlier and realise 
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the clinical goal sooner. Furthermore they proposed that providing the least 
restrictive treatment to consumers by minimising the need for restraints in crisis 
settings and by  stabilising and discharging consumers effectively then integral 
elements of an effective stepped care approach would be realised, as outlined 
Priority 8 in Blueprint II: Improving system performance (Mental Health 
Commission, 2012b). Balfour et al. (2017) also argued that the Lean principle of 
efficient use of resources could lead to consolidation of staff in observation units, 
creating higher staff to patient ratios therefore providing safer care through 
improved monitoring of high risk consumers. And finally Balfour et al. (2017) 
attributed the Lean goal of focus on what is of value to the customer and being able 
to maximise value added time in mental health wards which enhanced the clinical 
goal of improved consumer engagement both of which further contributing to a 
better experience of care under Priority 7 in Blueprint II (Mental Health 
Commission, 2012b) . 
3.4.2 Application of Lean to Mental Health Care (International) 
Lean approaches have been applied to a variety of settings within the mental 
health sector to date including:  
Area of implementation Authors 
Disability services (Chugg, 2009) 
Child and adolescent mental health 
services (CAMHS) 
Fuggle et al., 2016; Naughton, Basu, 
O’Dowd, Carroll, & Maybery, 2015; 
Naughton, Carroll, Basu, & Maybery, 
2017; Robotham, 2009; Robotham, 
James, & Cyhlarova, 2010; Wilson, 
Metcalfe, & McLeod, 2015; (Clark et al., 
2018) 
Adult Intake Services (Cheng, Bamford, Papalexi, & Dehe, 
2015; Williams et al., 2008) 
Mental health services for older people 
(MHSOP) 
(Atkinson & Mukaetova-Ladinska, 2012; 
Mumvuri & Pithouse, 2010), 
Acute mental health wards (Lennard, 2012; Mumvuri & Pithouse, 




Child and adolescent inpatient settings (Kamp & Dybbroe, 2016) 
Psychiatric emergency services (Balfour et al., 2017) 
Transfer from ward to outpatient 
mental health 
(Young & Wachter, 2009) (Lennard, 
2014) 
Outpatient mental health services (LaGanga, 2011; Laureani, Brady, & 
Antony, 2013; Weaver et al., 2013) 
Paediatric mental health presentation to 
emergency departments 
(Uspal, Rutman, Kodish, Moore, & 
Migita, 2016), 
Mental health presentations to 
emergency departments 
(Baumann et al., 2014; Hefflefinger, 
2014),   
Primary mental health settings (Patterson, Perazzo, & Adebisi, 2014; 
van Eeghen, Littenberg, Holman, & 
Kessler, 2016) 
Mental health revenue collection 
processes 
(Zurack, Weinstein, & Proctor, 2014) 
Relocation and allocation of space to a 
new site 
(Merlino, Baumann, & Bowen, 2014) 
Whole psychiatric (behavioural health) 
divisions 
(Crisp, Smith, & Nicholson, 2016; 
Lindskog et al., 2016; Merlino, Omi, & 
Bowen, 2014) 
Table 3.1: Application of Lean to Mental Health Care 
Of special note is the case study of Kings Country Behavioral Health Department, 
which demonstrates Lean implementation across an entire department through 
the use of rapid improvement events and continued improvement strategies 
within and across a number of units within the Behavioural Health including: 
intake, emergency presentations, inpatient care, outpatient and revenue services 
(Merlino, Omi, et al., 2014). Rapid improvement events often occurred 
simultaneously across different units resulting in multiple changes in process to 
meet outcomes across their Triple Aim of: improve health, improve care and 
reduce cost of care (Patterson et al., 2014). The Kings Country examples are 
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included above to demonstrate both the use of Lean in site specific mental health 
services along with service wide approaches.  
3.4.3 Outcomes in Mental Health 
Despite the concerns detailed above regarding the questionable suitability of Lean 
to mental health care, there have been numerous outcomes reported in the 
literature. These include applying Lean thinking to increase access to services, 
providing services sooner and improving the effective use of resources. The details 
of this research are summarised below with consideration of their ability to 
progress the Triple Aim as outlined in Blueprint II. 
3.4.3.1 Patient wait times: 
One area where Lean is attributed to have considerable impact on the delivery of 
mental health care is the reduction of consumer wait times at different stages of 
their treatment pathway. Significant reductions have been evident in the amount 
of wait time between referral and first appointment (Atkinson & Mukaetova-
Ladinska, 2012; Balfour et al., 2017; Clark et al., 2018; Crisp et al., 2016; Kamp & 
Dybbroe, 2016; Naughton, Basu, O’Dowd, Carroll, & Maybery, 2015; Naughton, 
Carroll, Basu, & Maybery, 2017; Weaver et al., 2013; Williams et al., 2008; Young & 
Wachter, 2009) or a trend in reduced wait time for a first appointment (Fuggle et 
al., 2016) along with reduced wait time to obtain a psychiatrist appointment after 
entry into an outpatient service (Williams et al., 2008) and reduced wait time for 
services after initial appointment (Chugg, 2009; Naughton et al., 2015), reduced 
time from referral to second appointment (Clark et al., 2018) and reduced waitlist 
for services after initial appointment (Chugg, 2009; Naughton et al., 2015).  
Emergency departments and psychiatric emergency programs reported decreased 
triage times following the examination of mental health pathways through their 
department (Hefflefinger, 2014; Merlino, Baumann, et al., 2014; Uspal et al., 2016). 
Patient transfers between mental health departments also reduced in the average 
total time taken following a Lean intervention, in part attributable to a reduced 
number of communication errors in referral paperwork that resulted in transfer 
delays and failures (Young & Wachter, 2009). These results are consitant with a 
primary aim of Lean of reducing wait in the system, for both consmers and staff, 
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and eliminate errors or duplication in proceeses. These results also echo the aims 
of Blueprint II of creating a “no wait” system, by reducing  wait time for entry into 
services and to the commencement of treatment once the initial assessment 
appointment has been completed (Mental Health Commission, 2012b). 
3.4.3.2 Increased service provision: 
Another common theme presented in the literature was the role of Lean thinking 
in increasing the amount of service provision. Seven studies demonstrated 
increased capacity at intake following a Lean implementation (Balfour et al., 2017; 
Clark et al., 2018; Fuggle et al., 2016; LaGanga, 2011; Naughton et al., 2017; van 
Eeghen et al., 2016; Weaver et al., 2013; Young & Wachter, 2009). One of these 
studies reported a decrease in wait while concurrently experiencing a 175% 
increase in demand over a two year period (Clark et al., 2018). Other studies 
demonstrated increased staff time to attend to direct client care (Crisp et al., 2016; 
Laureani et al., 2013; Lennard, 2012; Mumvuri & Pithouse, 2010), including being 
able to provide increased activities in a ward environment  (Mumvuri & Pithouse, 
2010). One study reported an increase in staff productivity of 75% (Clark et al., 
2018). Increased service provision often complemented the gains in reduced wait 
times where some services were able to see a higher number of consumers within 
the same or reduced timeframes and within existing resourcing following the 
implementation of Lean thinking. These gains in service provision also support the 
direction set out by Blueprint II by contributing to more people being seen sooner, 
increased capacity of services and more effective use of resources (Mental Health 
Commission, 2012a).  
3.4.3.3 Length of stay, admission and redmission rates: 
While one study reported no change in admission or readmission rates (Uspal et 
al., 2016) other studies found implementation of Lean reduced admissions; 
(Williams et al., 2008), or reduced readmissions (Atkinson & Mukaetova-Ladinska, 
2012; Baumann et al., 2014). Three studies identified a reduction in length of stay 
in hospital (Atkinson & Mukaetova-Ladinska, 2012; Crisp et al., 2016; Hefflefinger, 
2014). Another study reported a 21% reduction in bed numbers that allowed £20 
million to be reinvested into community services (Crisp et al., 2016). Length of 
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stay, admission and readmission rates are relevant outcomes in the context of 
stepped care approach where the aim is to provide the least intensive treatment 
that will yield benefit for the consumer. Reducing extended lengths of stay that 
provide no further therapeutic benefit to the consumer frees up higher intensity 
services for those than require them and might otherwise be forced to wait. 
Providing the least intensive treatment that provides benefit to the consumer, 
reducing preventable admissions, readmissions and length of stay in hospitals as 
part of  a functioning stepped care approach to treatment is viewed as a more 
effective use of resources as outlined in Blueprint II (Mental Health Commission, 
2012a). 
For the studies that measured attendance rates for the first schedule appointment 
they found either no change (Weaver et al., 2013), or reported an increased 
attendance for initial appointments (LaGanga, 2011; van Eeghen et al., 2016; 
Williams et al., 2008). An increased attendance for initial appointments again 
contributes to a more effective use of resources as clinician time is being fully 
utilised in direct consumer contact and reducing clinical wait time that could be 
spent on more value added activities. 
3.4.3.4 Cost 
Cost outcomes were largely unreported.  One study reported financial savings in 
ward storerooms (Mumvuri & Pithouse, 2010). The reduction of 1:1 staff to patient 
care arrangements also noted elsewhere resulted in savings of $2.2 million over 
three years (Zurack et al., 2014), just as the reduction of  bed numbers in acute 
setting resulted in £20 million to be reallocated to community services (Crisp et al., 
2016). 
Lean implementation in an outpatient clinic increased the average of billable visits, 
streamlined liaison with funder (insurer) and resulted in an average monthly 
revenue increase of over 70% (Bowen, Deygoo, & Hixson, 2014) providing the 
service with more timely and reliable funding streams.  
In the Unites States where mental health services also operate revenue teams to 
bill multiple funders for individual level care. Lean has been applied with an 
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outcome of 30% more cash “realised” for the following year, with evidence of this 
gain being sustained in subsequent years. (Zurack et al., 2014).   
Not all reported cost outcomes realised financial gains. One study reported no 
change in cost (Laureani et al., 2013) and “new” hospital staffing which increased 
costs was reported in one emergency department (Uspal et al., 2016), However 
both of these case studies reported gains elsewhere that contributed to improved 
patient care.  
The impact of Lean on costs were variable, with some services choosing to invest 
more resources in order to achieve desired gains in patient care. These studies 
highlight that Lean can affect costs secondary to improvements made in the 
direction of Blueprint II, i.e. providing an alternative but less intensive treatment, 
which resulted in more effective use of resources, also realised a reduction in 
spending. It was unclear whether realised saving was reinvested back into existing 
services. 
3.4.3.5 Impact on staff 
Resistance to adopting a Lean process was identified in some areas of mental 
health care (Hefflefinger, 2014; Omi et al., 2014) relating to staff concerns of a loss 
of flexible people centred way of working and risk of poorer health outcomes as a 
result of changes (Fuggle et al., 2016). Implementation of Lean was identified as 
being contrary to professionals preferred ways of working, and at times resulted 
high pressure with rapid change and higher than usual staff turnover (Merlino, 
Baumann, et al., 2014; Omi et al., 2014). When implemented without adequate 
management support Lean could contribute to confusion and overworking for staff 
(Robotham, James, & Cyhlarova, 2010).  However other research themes are also 
evident with staff feeling valued and empowered as a result of Lean thinking 
(Mumvuri & Pithouse, 2010; Nikolov et al., 2014), with evidence of increased staff 
acceptance of Lean following implementation (van Eeghen et al., 2016). There 
were further examples of increased collaborative care and transparency between 
staff, families and clients (Fuggle et al., 2016) and reduced staff sick leave as a 
measure of staff wellbeing (Mumvuri & Pithouse, 2010). One organisation reported 
a 63% reduction in staff absence (Crisp et al., 2016) and a reduction in violent 
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incidents involving staff and staff injury (Balfour et al., 2017; Crisp et al., 2016). 
These outcomes contributed to staff giving their organisation a higher than 
average rating of being a good place to work and receive treatment (Crisp et al., 
2016).  Two studies reported a reduction in staff motion following physical 
redesign of treatment areas (Atkinson & Mukaetova-Ladinska, 2012; Weaver et al., 
2013).  
The impact of Lean on staff was varied with changes and poor management of 
change impacting negatively on some while other staff reported positive outcomes 
following the project, even despite some initial concerns (Mumvuri & Pithouse, 
2010).  Implementing proactive staff engagement strategies to assist teams to 
work together to achieve improved outcomes in the sector is identifies as an action 
that will assist the sector build a better experience of care for consumers (Mental 
Health Commission, 2012b). 
3.4.3.6 Reduced Incidents and restrictive treatment events 
Results not reported elsewhere in Lean health care literature but identified in Lean 
mental health literature is the reduction of reportable incidents relating to client 
safety, client aggression and use of physical restraints on clients. This includes 
reduced use of security related physical interventions and physical restraint used 
in a paediatric population (Uspal et al., 2016), reduction of incidents including  
wandering, aggressive incidents and complaints from other patients and relatives 
in the ward environment (Atkinson & Mukaetova-Ladinska, 2012), reduction of  
violence and aggression in acute wards (Mumvuri & Pithouse, 2010), a reduced use 
of 1:1 clinician to patient monitoring, emergency psychiatric medication 
administration and restraints (Merlino, Baumann, et al., 2014) up to a 79% 
reduction in violent incidents involving staff  (Crisp et al., 2016) and reduction of 
reportable and total incidents on inpatient wards (Nikolov et al., 2014).  The 
results above often occurred alongside an increased capacity in service delivery as 
demonstrated in one study where following Lean implementation a higher number 
of patients were seen, a higher number where assessed as being high risk however 
wait times to treatment were reduced and time in observation units were reduced 
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while emergency calls to security and injuries to staff were also decreased and the 
need for a seclusion/restraint room was eliminated (Balfour et al., 2017).  
These results contribute to services responding more effectively to mental health 
issues with increased safety for both staff and consumers as outlined in the 
priorities of Blueprint II. As also noted above use of more restrictive treatments 
such as 1:1 monitoring can also require high staff levels, so by reducing need for 
these high intensity interventions and being able to utilise a less resource intensive 
treatment, as proposed in a stepped care approach, resources can be freed up to be 
allocated elsewhere, allowing for a more effective use of resources (Mental Health 
Commission, 2012b).  
3.4.3.7 Factors relating to quality care: 
Only one study reported an increase in patient satisfaction measured by direct 
client ratings (Hefflefinger, 2014). Other studies reported positive experiences by 
clients and their families, although note that prior to Lean implementation data 
was not collected (Clark et al., 2018; Fuggle et al., 2016). Other studies reported 
significant reductions in consumer complaints (Crisp et al., 2016), an increase in 
staff rated measures of quality of care and family satisfaction following Lean 
implementation (Uspal et al., 2016) and no significant changes in clinician ratings 
of improvement pre and post implementation indicating clinical outcomes were 
not adversely affected by the changes that simultaneously resulted in more 
consumers being seen and waiting times being reduced  (Fuggle et al., 2016; 
Naughton et al., 2017). Other associated indicators of enhanced care included 
increased identification of depression, which also lead to increased referrals to 
mental health services (Atkinson & Mukaetova-Ladinska, 2012), discharge issues 
being identified earlier (Lennard, 2014), reduced client handovers, thus improving 
continuity of care (Bowen et al., 2014) and improved liaison between care 
providers resulting in reduced time taken  for client information to be transferred 
from a secondary care provider to the treating GP (Laureani et al., 2013). Baumann 
et al. (2014) also reported a reduction in lost client property as part of admission 
and transfer processes. This section indicates Lean can have a positive influence on 
many factors relating the provision of effective care that have been identified in 
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Blueprint II’s Priority 7; Building positive experiences of care, while also 
contributing to Priority 8; Improving system performance (Mental Health 
Commission, 2012b). However, it should be noted that there was a lack of 
discussion on how Lean affected clinical outcomes of treatment or how consumers 
themselves were impacted by lean, if at all. 
3.5 Summary of outcomes reported in mental health 
With the varied applications of Lean in the mental health and addictions sector 
that have been discussed in the literature, we have seen an increase of 
international evidence that Lean can support a number of the directions set out by 
Blueprint II. Particularly under the two priority areas of; building positive 
experiences of care and improving system performance. 
One notable absence, is the lack of research indicating neutral or negative 
outcomes and this has been identified as a criticism of the research of Lean in 
health care as a whole (Costa & Godinho Filho, 2016; Mazzocato et al., 2010).  
Currently emerging research shows significant promise that Lean can assist the 
mental health and addiction sector to realise further the three goals of the Triple 
Aim including: a) improved quality and experience of care, b) improved health and 
c) better value public health systems. However, there is still a criticism raised 
regarding the suitability of Lean, which has its roots in a production dominant 
logic, being applied to service industries with its own unique service dominant 
logic applying. The service dominant logic which acknowledges that the product is 
co-created with the consumer and the consumer’s experience of the service 
contributes to the perceived value and clinical outcomes of services is especially 
relevant in mental health and addiction services. This leads to the research 
questions to be examined in this thesis: 
1. How have staff experienced Lean in the mental health and addictions 
sector? 




3. Does Lean facilitate people centred approaches? 
3.6 Chapter conclusion 
There is evidence of Lean contributing positively to the directions set out by 
Blueprint II by providing examples of the mental health and addictions sector 
responding earlier and more effectively, increasing access to services, increased 
performance and effective use of resources with the potential to influence 
improved equity of outcomes and improved partnerships across services. 
However, there is still criticism in the literature that the use of Lean in service 
redesign may be derived by internal customers rather than true reflection of value 
from the consumer’s perspective. This criticism questions Lean’s ability to deliver 
Blueprint II’s guiding principle of enhancing people centred approaches which 
respond to the needs of the consumer, following collaborative dialogue around 
what these needs are (Mental Health Commission, 2012a). 
The literature review has proposed that many Lean applications to public service 
industries are top down and being driven by policy and public spending 
challenges. This can lead to frontline staff responding to internal measures and 
internal customers rather than placing emphasis on what is needed by external 
(Radnor & Osborne, 2013). 
Critics of health care reform claim methods used to identify opportunities to 
redesign health care prioritise management needs rather than the needs of the 
consumer (Sitzia & Wood, 1997). This approach risks the replication of a 
patriarchal health system where value to the customer is defined by the health 
care providers. Research indicated that doctors often fail to understand patient 
preferences (Cockburn & Pit, 1997). Pearson et al. (2013) report it would be 
“unthinkable” that any redesign be undertaken without the involvement of those 
effected by an changes. Especially as consumers have a unique view of identifying 
activities that do not add value to them, as the customer, but also to ensure factors 
of accessibility and acceptability are appropriately recognised in redesign efforts. 
The involvement of clinicians and health care managers alone, does not guarantee 
that the patients view or priorities are considered. (Pearson et al., 2013). Yet it has 
been noticed there was an absence of engaging directly with external customers in 
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Lean, and this occurs to the detriment of service redesign in the public sector 
(Radnor & Osborne, 2013). 
To further understand if Lean has the potential to move in the directions outlined 
by Blueprint II, while honouring the principle of people centred approaches, this 
thesis sought to understand the experiences of staff  in one district to understand 
ways in which Lean is being applied in a New Zealand context.  Mental health and 
addiction frontline staff, managers and service directors that are in a position to 
use Lean in the mental health and addictions sector were asked to consider how 
they had experienced the application of lean to the sector, which customer 
perceived to benefit most from its application to date and could people centred 




4  Methods Chapter 
4.1 Chapter Introduction 
This chapter outlines the research methodology employed to conduct this 
research. It starts with an overview of the research methods used in this thesis and 
is followed by a description of the design of the study, recruitment of participants, 
interview procedures and the methods used in the data analysis. 
4.2 Qualitative research 
Due to the limited research that exists in the application of Lean in the mental 
health and addiction sector this research was deemed to be exploratory in nature. 
As such a qualitative method was adopted to allow the results to be openly 
explored as they emerged (Miles, Huberman, & Saldaña, 2014).  
Qualitative methods have been used extensively to understand the implementation 
of Lean in health care (Radnor et al., 2012). Some authors criticise the Lean health 
care literature as lacking rigour when compared to other management research 
(Lilford, Dobbie, Warren, Braunholtz, & Boaden, 2003) and lacking quantifiable 
data to support the claims made (Moraros, Lemstra, & Nwankwo, 2016). However, 
as previously discussed in Chapter Three, there is little published research into the 
application of Lean in mental health and addiction services, therefore supporting 
the use of qualitative methods to explore an emerging area of research.  
In terms of guiding ideology, the mental health and addictions sector has sought to 
improve people centred approaches that respect the perspectives of the patient 
(Mental Health Commission, 2012a). Although this research does not directly focus 
on consumers of mental health and addiction services, qualitative research 
provides an ideological match with the aims of the sector (Crowe, Inder, & Porter, 
2015) which both aim to understand how services are experienced through an 
individuals lived experience of a phenomena thus further supporting the use of 
qualitative methods of research (Miles et al., 2014).    
70 
 
4.3 Participant selection 
 To explore the questions stated above, individuals of interest were those 
employed in the delivery of or management of services in the mental health and 
addictions sector. Participants were sought from organisations receiving partial or 
full Vote Health Funding within one District Health Board (DHB) geographical area. 
There were practical reasons for limiting data within one DHB area. This included 
all organisations working in the same geographical, demographic and financial 
contexts and working towards a single strategic objective.   
Initial participants were approached through professional connections of the 
researcher. The sample population evolved through a combination of using a 
snowball technique, where participants were asked for recommendations on who 
else could be included in the study and by directly approaching key people in the 
sector to endeavour to maintain a sample representative of the mental health and 
addictions sector.  Some participants were purposively sampled to give a range of 
perspectives across roles within organisations including team leaders, middle and 
senior management and frontline staff in organisations/ departments. This 
included Consumer Advisors that were employed in that capacity by an 
organisation. Organisational approval was obtained from the participant’s 
employer prior to the interview being conducted. Past employees were included if 
they held relevant contextual information of a particular organisation. 
All interviews took place in Dunedin, however some participants represented 
district wide services, while some were only contracted for service provision 
within specific locations within Otago. The specific services represented in this 
research have not been identified to preserve participant anonymity. 
Participants were also sought from a range of community, primary, secondary and 
tertiary settings. Due to some services working across more than one category and 
the small sample size of organisations in this study, participants have been 
categorised in two groups of community/primary services which all exist external 
to the DHB and secondary/ tertiary services which all exist within the DHB. There 
is one outlier to this grouping which was an individual who held a strategic role in 
the sector, hence contributing across community/primary and secondary/tertiary 
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services. A total of 17 participants were recruited into this study. A table of 
participants is included below which details the organisation type they were 
currently employed in, the population focus of their service, the tier of services 
delivered and the participants role within their employing organisation: 
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Table 4.1: Participant summary 




Organisation Tier of system 
DHB1 DHB (Secondary/Tertiary) All ages 
Clinical 
/management Moderate/Severe 
DHB2 DHB (Secondary/Tertiary) Adult Frontline Manager All 
DHB3 DHB (Secondary/Tertiary) All ages Senior Management Moderate/Severe 
DHB4 DHB (Secondary/Tertiary) Adult Clinical only Moderate/Severe 
DHB5 DHB (Secondary/Tertiary) Adult Frontline Manager Moderate/Severe 
DHB6 DHB (Secondary/Tertiary) Adult Senior Management Moderate/Severe 
DHB7 DHB (Secondary/Tertiary) Youth 
Clinical 
/Management Moderate/Severe 
DHB8 DHB (Secondary/Tertiary) All ages Senior Management Moderate/Severe 
DHB9 DHB (Secondary/Tertiary) Adult Senior Management Moderate/Severe 
DHB10 DHB (Secondary/Tertiary) Adult Senior Management Moderate/Severe 
DHB11 DHB (Secondary/Tertiary) All ages Senior Management Moderate/Severe 
DHB12 DHB (Secondary/Tertiary) All ages Senior Management Moderate/Severe 
PC1 
Non DHB (Primary/ 
Community) Adult Senior Management Mild/ Moderate 
PC2 
Non DHB (Primary/ 
Community) Youth 
Clinical 
/management Mild/ Moderate 
PC3 
Non DHB (Primary/ 
Community) Youth Frontline Manager Mild/ Moderate 
PC4 
Non DHB (Primary/ 
Community) Youth Frontline Manager Moderate/Severe 
CS All All Ages Planning /Funding All 




The community/primary providers are significantly smaller in the number of staff 
they employed and tended to provide services to a narrower target population i.e. 
youth versus adult services, but are contracted to provide services to a broader 
scope of presenting issues, i.e. co-existing mental health and addictions. Overall, 
there are also more providers in the community/primary care space. In 
community/primary agencies, the majority of staff held dual roles that involved 
both direct service provision and management or senior leadership roles. 
Participants from these organisations were able to draw on multiple perspectives 
of frontline staff and management roles, as a result so only one participant was 
sought from primary/community providers. 
In contrast, the DHB is the single largest provider of mental health and addiction 
services in the district and was the main provider of secondary/ tertiary services. 
It is arranged as a set of teams that each provides a specialised service within a 
specific target population and with a specific focus i.e. adult inpatient, adult 
community, adult alcohol and other drugs etc. While these teams can be 
interconnected in function, the specialisation of each team and the number of 
teams across the service makes is difficult for a single person to represent the DHB. 
Therefore, multiple individuals were sought to bring the experiences from both 
across teams who are providing different services and across multiple levels of a 
tiered management structure. Within the DHB, representation was sought from 
frontline staff and managers across, youth, adult, community and inpatient mental 
health and addiction services. While not having representation from all teams, the 
interviews conducted were designed to represent the main service delivery areas 
of secondary/ tertiary services and compliment the community/primary sector 
interview data gathered. This research design effectively provides viewpoints 
across the spectrum of care of consumers in specific populations e.g. commonly 
accessed youth services and commonly accessed adult services. As the DHB also 
has a dedicated senior leadership team that oversees all services delivered and 
contains staff dedicated to roles such as quality assurance, planning and funding 
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functions and consumer representation, key interviews from this participant group 
were also sought.  
In order to keep the study at a manageable size some specialist mental health and 
addiction services were not included due to these services being accessed by a 
very specific consumer base and therefore, a smaller proportion of the overall 
population. It was deemed that these services would provide less generalisability 
to the sector as a whole due to their very specific referral criteria and other factors 
that influence the delivery of services. Exclusions included but were not limited to 
forensic services and services catering for dual diagnosis that included intellectual 
disabilities. 
Interviewing started in the in the community/primary sector due to organisational 
approval being easer to obtain for these organisations. Early interviews in the 
community/primary sector suggested that the adoption of Lean was influenced by 
key activities occurring at the DHB. This included the primary/community 
organisations witnessing aspects of Lean being implemented in the DHB or the 
DHB supporting training in Lean processes that was then available to be accessed 
by community/primary providers in the district. It was decided to develop an in-
depth understanding of Lean in the DHB, due to the apparent influence the DHB 
had on the sector as a whole when it came to adopting Lean. 
Interviews were conducted over an eight month period with two significant events 
occurring in the sector that warrant further explanation as they had the potential 
to shape participant responses by prompting participants to both think about the 
challenges facing the sector, what services matter to consumers and what is 
needed to continue to improve the delivery of services.  One event was a decision 
within the DHB to embark on a co-design process to review three priority work 
streams which included a) The Southern Mental Health and Addiction System; b) 
Day Activity and Vocational Services and c)  Mental Health Needs Assessment 
(Travers, 2018).  This may have contributed to co-design being independently 
raised by multiple participants during the interviews as a opportunity to both 
improve services and enhance patient centred care. 
75 
 
The second notable event that occurred concurrently to this research was the 
Mental Health Inquiry. The inquiry was commissioned by the coalition government 
with the aim to hear the voices of consumers and their whanāu, understand the 
existing approaches to prevent mental health and addiction problems and how 
current services responds the needs of consumers. The inquiry was also tasked to 
make recommendations to improve New Zealand’s approach to mental health.  
Written submissions asked respondents to consider consumer, whanāu and health 
provider perspectives on the current system and what needs to change. This 
inquiry was considered unique compared to previous inquiries as it also included 
the prevention of mental illness and addiction in its scope (Paterson et al., 2019). 
Consultation occurred nationally from April 2018 to June 2018, with the inquiry 
panel being present in the district at the end of June to receive in person verbal 
submissions. Two participants reported presenting to the inquiry panel on the 
same day as their interview for this thesis was conducted. This concurrent process 
may have prompted participants to give more forethought to the challenges facing 
the sector. 
4.4 Ethics 
Although engaging with human participants, this research focused on the systems 
within health care and therefore did not require the collection of personal 
information or involve other higher risk ethical concerns. Therefore, it fell under 
the University of Otago Category B requirements for ethical approval. Ethical 
approval was granted by the Management Department on the 16th October 2017 
(reference number: D17/355), and the University of Otago Human Research Ethics 
committee on 7th November 2017 (see appendix for copy of application and 
approval). As part of the University of Otago Human Research Ethics requirements, 
organisational approval was sought from each participating organisation prior to 
their staff being interviewed. This included liaising with a senior organisational 
representative, providing a copy of the participant consent form to detail the 
nature of the research, the requirements of the participant and offering the 
organisational representative an opportunity to seek more information from the 
researchers involved. Written permission from each organisation was submitted to 
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the University of Otago Human Research committee as they were obtained by the 
researcher. To gain organisational consent form the DHB the Health Research 
South, the Clinician Research Approval process was also completed with approval 
being submitted to the University of Otago Human Research committee when 
obtained. 
4.5 Design 
Permission was sought from participants to record the interview for transcribing 
purposes. As part of gaining consent to progress the interview it was explained to 
participants that the contents of the recorded interview would be confidential and 
that all efforts would be made to ensure participants would remain anonymous in 
the resulting thesis. Informed consent was gained from the participant, including 
the right to withdraw without penalty. Semi-structured interviews were used to 
collect the data. The interview scheduled had been developed by reflecting on the 
research questions trailing the questions with a health care worker, who fell 
outside the scope of this study, to determine the interview schedule was 
understood provided the opportunity to explore the research questions as 
intended.  To commence the interview the researcher sought general information 
regarding the participant’s ethnicity, profession, length of time in mental health 
and addictions sector, and their current role within the organisation.  The 
questionnaire comprised five sections covering the context of Lean 
implementation and perceived value (See Appendix). The semi-structured nature 
of the questionnaire allowed the discussion to proceed based on participant’s 
responses, including the opportunity to explore new themes if introduced by the 
participant. Participants were able to use the language familiar to them on a range 
of concepts including the version(s) of Lean thinking they had encountered 
(discussed in more detail in the results) and service user descriptors (e.g. 
consumer, patient, client, people) as consistent with an in vivo approach (Miles et 
al., 2014). Interviews ranged in time from 25 minutes to just over an hour in 
length. The majority of interviews fell between 30 – 45 mins in length. 
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4.6 Data collection and storage procedures 
Data collection took place from November 2017 to June 2018, based on the 
availability of participants. All interviews occurred in a location convenient for the 
participant and in an environment that had sufficient privacy to conduct the 
interview, usually the participant’s workplace. The audio files of the interviews 
were stored in a secure place for the purpose of validating original data if required. 
4.7 Data analysis 
To assist in the analysis of the data, the qualitative data analysis programme NVivo 
12 Pro (QSR International, 2018) was used to analyse the verbatim transcriptions.  
Software, such as Nvivo, support interpretation of the data though enhancing the 
efficiency and consistency of coding while encouraging further exploration of 
emerging patterns (O’Kane, Smith, & Lerman, 2019). Data was analysed by the 
researcher transcribing the interview verbatim to becoming familiar with the 
interview audio and transcript. During the transcription process preliminary notes 
based on thoughts and impressions were recorded. Thematic analysis was adopted 
as it allowed for themes or patterns to be explored across a data set (Braun & 
Clarke, 2006) and can be adopted in an essentialist or realist methods, where the 
participant’s experiences and meanings are reported (Braun & Clarke, 2006).  The 
thematic analysis was broadly driven by the research questions, with the ability to 
inductively code further themes that occurred across the data set. An inductive 
approach was adopted due to the limited amount of research published in the area, 
as previously discussed in Chapter Three, and thus the limited number of pre-
existing themes in the literature to guide a deductive approach. Although the 
intention of the researcher was to complete coding in an inductive manner, 
researchers in general, are unable to completely  free themselves from previous 
knowledge and experiences to code in an epistemological vacuum (Braun & Clarke, 
2006), especially as the researcher had both experience in the mental health and 
addiction sector and the use of Lean in the sector. To mitigate this potential for 




Following the transcription of all the interviews, each interview was read from 
start to finish, prior to the commencement of coding. The preliminary coding 
round was conducted in an open fashion to consider a wide range of different 
perspectives. Codes were developed as they emerged in the transcript, this allowed 
codes to be developed in a language that reflected the participants own words 
(Miles et al., 2014). Following the preliminary coding of three transcripts, a 
working analytical framework was developed by grouping the first round of codes 
into broader themes of sematic nature. This working analytical framework then 
guided the coding of subsequent transcripts with the ability to amend the analytic 
framework, until no further new codes emerged (Bazeley & Jackson, 2013).  Coded 
text was then retrieved for each code to determine test segments included were 
indicative of that code (O’Kane et al., 2019). To further explore the patterns 
emerging from the data, a code frequency analysis was conducted, by identifying 
the number of times textual data has been assigned to a particular code (O’Kane et 
al., 2019). This led to the grouping of less significant codes into higher order 
themes that captured a common theme. This resulted in minor amendments to the 
organisation of codes and the creation of subthemes being grouped under broader 
themes (Braun & Clarke, 2006), e.g. ‘lack of money’ and ‘lack of time’ were 
positioned under a ‘lack of resources’ theme.  A final read through of the data set 
was completed to ensure the themes developed reflected the meanings of the 
original data set and to code any data missed in earlier coding stages. 
To increase the confirmability of the analysis and reduce the risk of researcher bias 
text retrieval coding was conducted to further confirm consistency of codes 
(O’Kane et al., 2019). 
Once the Nvivo techniques described above had been used to confirm and refine 
the initial manual coding further data analysis was explored. The researcher had 
identified in the coding process that not all themes appeared to be consistent 
across both DHB and NGO staff. To explore this observation a cross tab analysis 
was completed to review code frequency across the attribute of organisational 
type (DHB/ NGO). As the overall number of NGO representatives in the sample was 
small (four out of seventeen) a column percentage measure was gauged to be the 
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most useful figure to review as this reported the percentage of participants from 
each organisational type that contributed to each code. One participant was coded 
as neither organisational type due to their role having oversight of both 
organisational types. Where notable differences were observed by organisational 
type, they were noted as part of the data analysis. Where organisational type is not 
discussed separately it was deemed via the cross tab analysis that there was 
general consensus across the sector.  
A description of the semantic themes will be summarised in the Results Chapter, 
Chapter Five. Furthermore, in the Discussion, Chapter Six, the broader meanings 
and significance of the semantic themes identified will be explored to offer an 





In this chapter the results from the data analysis will be described. Initially a 
general description of the participants ethnicity and professional background will 
be provided. This will be followed by a summary of each of the research questions 
developed in the literature review. 
5.1 Background Information 
Participants were asked to self-identify ethnicity. Thirteen participants identified 
as NZ European, two identified as European/British, one identified an iwi 
affiliation and one identified as other ethnicity. Separate to ethnicity seven 
reported with being born outside of New Zealand. The ethnicity of this sample is 
representative of the population in the district which has low proportion of Māori 
and Pacific people, compared to the national average (Ministry of Health, 2016). 
Eight participants were female, while nine were male. 
Although not recruited for their professional background, 15 of the 17 participants 
possessed a health qualification that allowed them to hold at least one of the 
following health registrations: Nurse, Social Worker, Occupational Therapist, 
Counsellor, Psychotherapist, Psychologist or Psychiatrist. Some participants held 
multiple health registrations. The largest professional group represented was 
Nursing with 7 participants holding this registration of which 6 were employed at 
the DHB. The two participants without a health registration were employed as 
Consumer Advisors.  
Participants worked in a range of senior management, front line management and 
frontline clinical roles. Ten of the participants held roles that included some direct 
patient contact, this included frontline management and roles in smaller 
organisations where staff were involved in both client contact and organisational 
management, while seven held senior management roles that involved no direct 
patient contact.  A summary of participants is included in the table below:
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5.2 How have staff in the mental health and addictions sector encountered 
Lean? 
As proposed in Blueprint II,  Lean based approaches could assist the sector  to 
progress the outcomes of the New Zealand Triple Aim (Mental Health Commission, 
2012b). The first question seeks to understand which adaptations of Lean had 
been trialled to date and what, if any factors lead to particular adaptations being 
adopted. This section will look at the formal adaptations of Lean that were 
described in the study and a provide a brief background of each of these. Further to 
the adaptations named in interviews, a summary of how Lean was described by the 
participants is provided to further understand how it is perceived in the sector. 
The level of implementation is reflected on before discussing some of the 
challenges cited in implementing Lean. Sixteen participants had some level of 
direct involvement with Lean, one participant had not, but was able to discuss how 
she had seen it implemented in partner organisations. 
5.2.1 How is Lean known in the sector? 
Participants were asked of their knowledge and their exposure to Lean in the 
sector. Participants had been exposed to different Lean adaptations and had often 
participated in more than one version of Lean training. Adaptations ranged from 
general industry site visits where participants were able to see Lean applied to 
non-health service settings, through to general hospital and ward based training 
applying Lean in general health contexts and to adaptations tailored to meet a 
specific challenge identified in mental health and addictions services. 
A number of variations of Lean were named; a summary of each approach 
identified in the interviews is discussed below: 
1. Choice and Partnership Approach (CAPA): was developed to meet a need in 
attending to growing demand for child and youth services in the UK. 
Grounded in Lean (Kim et al., 2006; Wilson, Metcalfe, & McLeod, 2015; York 
& Kingsbury, 2013) CAPA focuses primarily on reducing wait times for 
entry into services (Clark et al., 2018) and promotes “11 Key Components” 
that facilitate improved management of demand for services by 
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streamlining the consumers journey through services (York & Kingsbury, 
2013).  Further to creating more effective services that reduce waitlists, 
CAPA aims to implement a framework that allows for more consumer 
choice, making the service more patient centred (Wilson et al., 2015).  CAPA 
was rolled out in New Zealand by the Werry Workforce Whāraurau from 
2007 (Kingsbury & York, 2013). Werry Workforce Whāraurau is funded by 
the Ministry of Health to deliver workforce development initiatives for the 
Infant, Child & Adolescent Mental Health and/or Alcohol and Other Drugs 
(ICAMH/AOD) sector (Werry Workforce Wharaurau, 2018). In recent years, 
CAPA has also been implemented in some adult services nationally 
(Kingsbury & York, 2013).  CAPA has been used in Canada, Belgium, New 
Zealand UK and Australia (Clark et al., 2018). Not all participants recognised 
CAPA as a Lean approach with one participant disagreeing that CAPA was in 
fact a Lean approach. This may be due to how CAPA has translated Lean 
specifically to intake processes and provides a set of formulaic steps for 
services to follow to achieve a particular outcome i.e. reduced wait times 
into services. This differs from some other versions of Lean discussed below 
which aim to teach Lean thinking to participants to apply as problems are 
identified within the service. 
2. The Productive Ward: Releasing Time to Care:  Referred to as Releasing 
Time to Care (RTC) in the District, was launched by the UK’s National Health 
Service Institute for Innovation and Improvement in 2008. Releasing Time 
to Care takes principles from Lean and aims to reduce activities that do not 
add value (King's College London/ NHS Institute for Innovation and 
Improvement, 2010) and thereby providing more time for staff be involved 
in direct patient care (Lennard, 2012). Modules have been developed to 
support specific hospital functions, e.g. Ward Round Module, Admissions 
and Planned Discharge Modules and Mental Health Ward Modules. This 
translation of Lean has been defined as a manualised approach of Lean that 
provides formulaic steps to implement Lean in specific settings (Burgess & 
Radnor, 2013). Initially launched in New Zealand in 2009 (Schaefer, 2010), 
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specific modules have been purchased by the District Health Board. 
Dedicated FTE exists within the Nursing and Midwifery workforce to 
support the implementation of Releasing Time to Care within general health 
settings, as such some of the nursing workforce had knowledge and 
experience in this adaption of Lean. A module specifically designed for the 
mental health and addiction sector was identified as: Productive Mental 
Health Wards, however had not been purchased by the District Health 
Board at the time of data collection. It was noted there was no module 
specifically designed for outpatient and community based mental health 
and addition services. 
3. Skills for Change (SFC): Developed, delivered and funded from within the 
District Health Board, it is made available to DHB staff and MOH contract 
holders across the entire health sector. The DHB had dedicated staff within 
the DHB to deliver the training and support Lean implementation. Skills for 
Change is a “Toyota-based Lean approach” (Cumming, Thompson, & 
Goodwin, 2016)(p1) and has been developed to be applied across all areas 
of the health sector. It is delivered through a series of workshops where 
general Lean principles are taught to enable participants to apply Lean to 
unique problems they experience in their environment. It designed to be 
attended by a team of staff who take a problem they have identified in their 
service to directly apply their learning to this, culminating in implementing 
and reporting on steps undertaken to apply Lean thinking to improve the 
problem. An accompanying manual has been developed to supplement 
training and act as a standalone handbook (Cumming et al., 2016). 
Individual participants were able to complete the training multiple times 
and there was evidence of participants returning to this training with a 
different team and/ or a new problem. 
4. Xceler8: Offered through a different District Health Board. It exposed 
participants to Lean and Six Sigma thinking along with other management 
techniques to support change (Dolan, Gullery, Hamilton, & Meates, 2017). 
The program involved visits to companies outside of health that had used 
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Lean approaches. Xceler8 is one training program in a series of workshops 
aimed to provide staff with the skills needed to innovate within the health 
sector. The success of Xceler8  in the district in which it was developed had 
been attributed to three interlocking enablers of change of: creating a 
shared vision, the sustained investment in upskilling staff and new forms of 
contracting that encouraged collaboration (Timmins & Ham, 2013). 
Participants from the DHB included in this study referred to only attending 
the Xceler8 program as a single training event. 
5. Lean Six Sigma: is a hybrid method that combines elements of both Lean 
and Six Sigma philosophies (Pepper, 2010). The customer focus of Lean and 
Six Sigma’s focus on identifying variation is considered offer more to 
organisations than either single approach (Pepper, 2010). Two participants 
referred to Lean Six Sigma as a variation of Lean they had encountered in 
the sector.  
6. Other: Lean had also been introduced to participants through previous 
workplaces that had adopted Lean, or through a local collaborations where 
staff within the mental health and additions workforce had previous 
experience with the use of Lean in industry and had local connections to be 
able to offer industry site visits and ongoing coaching of applying Lean to 
the mental health and addictions sector. 
 A number of participants were familiar with more than one form of Lean training, 
different versions appeared to resonate with different people at different times.  
And while Skills for Change was available to all MOH contract holders which 
included all the primary and community organisations incorporated in this study, 
it appeared to be more familiar to DHB staff. Multiple training opportunities 
appeared to build on participants’ knowledge and their individual understanding 
of Lean. 
There was also an acknowledgement that each adaptation had entered in a way 
that met needs of different parts of the sector at different times. 
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I think we are quite siloed, Skills for Change was run out of some 
department that wasn’t necessarily linked to the clinical directorates, 
while Releasing Time to Care was a clinical programme, while CAPA has 
only been rolled out in Child and Youth services and I haven’t heard 
that rolled out anywhere else but mental health. (DHB3) 
5.2.2 How Lean is understood 
With a range of different interpretations of Lean being experienced by participants 
no single consistent definition was observed. Participants also ranged in the level 
of detail they provided and in their confidence of the descriptions provided. 
The most common definitions of Lean involved references to Lean’s tendency to 
focus on waste reduction to streamline processes with the aim to build more 
efficient services. 
Looking at a system of care, or whatever your focus is, and looking at 
how that system works and thinking about what, if anything can be 
changed in it and what’s not helpful to people. I think Skills for Change 
talks about that, sort of different types of waste: what’s not valuable to 
the person. (DHB12) 
So, reduction of waste. How can we do that type of thing, so how can we 
effectively use the resources we’ve got most efficiently. Create and 
identify how can we make simple changes that make a real difference. 
(PC2) 
Lean was also commonly referred to as a collection of tools to aid quality 
improvement with process mapping and gemba walks being most frequently cited 
across the data sample. 
Involvement of frontline people in decision making around improving 
processes and using a mapping or process mapping exercise or flow 
diagram to understand what’s the journey people take and how do you 
improve that. (CS) 
Nearly half of the DHB sample described Lean as tool for collating and 
understanding data, where no participants from the NGO sector described 
Lean in this way. As noted earlier this coincided with DHB staff being more 
likely to have participated in the Skills for Change approach. 
It’s very much statistical based, there’s a lot of stats and I know they do 
in Lean Six Sigma… I can see why you do need the stats, because you 





Lean was viewed by a quarter for the sector as a process of tidying work 
areas. 
When I first think of Lean, that’s what I think about, that environmental 
and physical layout and tidying that up. You know not wasting time 
looking for equipment etc. but of course it’s more than that, it’s much 
more than that. (DHB3) 
Second to understanding Lean by the tools it promotes, half the participants 
referred to the ability for Lean to add value to the consumer by developing a 
greater understanding of the consumer’s experiences of services and therefore 
improve the patient experience. 
The idea of “does it add value to the consumer’s journey?” and I think 
about that a lot, and so much of what we do doesn’t really. (DHB2) 
Looking at the whole of process… from a client perspective and talking 
it though and thinking “What does a client experience at each stage? 
How can we improve their journey through our services?”. (PC2) 
In describing Lean a small number (three) participants equated Lean to excluding 
people from services, through a standardised triaging system, this perception was 
more prominent in the NGO sample with half of the NGO respondents describing 
Lean in this way. 
That’s where we didn’t want to full go down that CAPA model. It’s also a 
really good framework to decline more referrals as well. (PC3) 
Some participants translated Lean directly to the implementation of brief 
intervention forms of talking therapies, again this description was more prominent 
in with the NGO participants. 
So just little tweaks like that making the time more efficient and brief 
intervention in a way goes with Leanness, where historically people 
would see clients for years and years. (DHB2) 
5.2.3 How Lean came about 
The specific motivation for the adoption of Lean tended to vary across the 
participant group. However, most participants referred to coming across Lean 
from training that had been offered by mental health and addiction workforce 
development providers or witnessing the implementation of Lean in other parts of 
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the sector before reviewing the suitability of Lean for their own setting. In 
particular, the DHB was viewed as an early adopter of a range of Lean adaptations.  
Lean thinking that has been part of the mantra in the DHB for the last 5 
years at least. (DHB7) 
One of the managers down there had obviously heard about it and said 
“Right we are going to take you all down to [the manufacturing plant]” 
and they showed us all of these Lean processes.  (PC2) 
Lean was not considered entirely new with participants recognising tools and 
approaches as being part of their professional training or current workplace 
practice.  
Services viewed Lean against current practice to consider how it would 
build upon current practice. We made some decisions to, the first thing 
we said is “we are doing some of that already”, and then we made some 
decisions to implement some more aspects of it, but not the full 
implementation. (PC3) 
Alternatively, Lean was adopted in a top down approach where senior 
management had introduced an expectation for their teams to participate in a Lean 
training program.  
I think, our service manager said, “This is happening, I want my reports 
to attend and be involved in this, so start thinking about something you 
would like to focus on and get your submissions into me by such a day”. 
(DHB5) 
Using Lean processes was also seen a tool highlight service challenges in a wider 
organisational forum, by participating in organisationally endorsed training. 
I’m trying to be manipulative, I thought “Skills for Change” there’s an 
organisationally endorsed thing. If the answer from the Skills for 
Change process is that we need more staff, then that gives that whole 
project a little more authority, but also puts a bit more structure around 
it because it’s so easy to get, for things like that, lost in the business. 
(DHB2) 
5.2.4 Approaches to Lean implementation 
The level of implementation appeared to vary across the sector. A typology of 
approaches to Lean intervention identifies five levels of implementation evidenced 
in health care settings (Burgess & Radnor, 2013). The summary has been adapted 
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to assist in the categorisation of Lean approaches evident in this thesis, specifically 
the inclusion of CAPA which did not appear in the original typology: 
Tentative: Lean has been contemplated, external consultancy is being sought or a 
pilot project in underway. 
Manualised approaches:  Evidence of manualised Lean approaches, where 
formulaic steps are followed with no further implementation of Lean evident. This 
includes the Productive Ward: Releasing Time to Care series and the Choice and 
Partnership Approach. 
Few projects: Lean principles and methods have been applied to improving 
functions or pathways within the organisation across a series of project based 
activity. This may include the use of one of the above manualised approaches and 
evidence of further projects. 
Program: Management refer to work programmes that are expected to last 
between one to five years that are guided by Lean principles 
Systemic: Lean principles are embedded in the whole organisation and underpin all 
areas of operation.  
Based on the definitions of the above typology, only one organisation spoke of a 
systemic adoption of Lean. 
So actually, just looking at our strategic plan today and one of our 
strategic goals is to in 5 years look at, really looking at, Lean processes 
in all aspects. But particularly looking at our operational side of things 
so at that level we are thinking about it at a governance and board level, 
at a strategic level, how that might benefit the whole organisation and 
obviously at the end of the day, [our] people, in that process. (PC2) 
There was no evidence of any organisation undertaking a Lean programme. 
Most participants referred to Lean as discrete projects looking at a particular 
need within the department or organisation. 




Most participants referred to having limited experience through single 
projects and were cautious about claiming in-depth knowledge about how 
Lean could be implemented further. 
So, we know it’s there. We have a little bit of use of experience with bits 
of it. But in terms of getting in with both feet, wading up to our hips in it 
and using it really to make a big change? I would say, practically, and 
there may be some folks that feel better than I do in terms of comfort 
with it, practically were not using it to its fullest extent by any means. 
(DHB1) 
There was also evidence of some organisations only implementing 
manualised approaches to Lean, the Choice and Partnership Approach, was 
the only manualised approach currently being implemented in the mental 
health and addiction sector in this District. 
Most of what we’ve had is the Choice and Partnership Approach, we’ve 
had training and input from the Werry Centre around that and that goes 
back several years now. (PC3) 
Two participants explained that CAPA had not been adopted in their 
organisation. One participant describing a different philosophy guiding the 
way they work which they perceived conflicted with the perceived 
philosophy of CAPA. The other participant described a tentative but planned 
implementation in the general health services in their organisation but were 
yet to consider implementing Lean in mental health and addiction services. 






Table 5.3: Lean Adaptations and Implementation Level 




DHB1-12 • Choice and 
Partnership Approach 
• The Productive Ward 
• Skills for Change 
• Xceler8 
• Lean Sig Sigma 
Few projects 
PC1 • Xceler8 
• Other 
Tentative 
PC2 • Xceler8 
• Other 
Systemic 








Table 5.1: Lean Adaptations and Implementation Level 
 
With such varied levels of implementation further exploration of barriers 
experienced in implementing Lean in a more holistic way are discussed 
below. 
5.2.5 Barriers in implementation 
It was recognised by participants, that Lean had not been used to its full effect due, 
in part to challenges in implementation. Some of these barriers were related to the 
system, in terms of competing priorities, and limited resourcing for quality 
improvement initiatives. However, some of the barriers to implementation related 
to Lean itself including the level of perceived translation to the needs of the mental 
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health and addictions sector. When it came to barriers to implementing Lean there 
were several differences between DHB and NGO participants. 
Barriers to implementation that were consistent across the sector include the 
translation of Lean from the manufacturing world to health sector and then further 
from general health to the mental health and addiction sector which was seen as 
limiting an organisations ability to implement Lean in its entirety. 
This included a lack of understanding and at times a scepticism or suspicion of 
Lean. 
I think often when you mention Lean in the same breath as providing 
clinical services there is this “Gasp! Oh, my goodness, what do you 
mean? Are you going to a half an hour session?” There is a 
misunderstanding of what Lean means. I think there is that perception 
issue. (PC2) 
Some variants of Lean were described as too rigid and therefore failing to be 
entirely relevant to the context experienced by staff. Particularly when it was 
perceived that the organisation’s needs and challenges did not match the aims of 
one of the versions of Lean. 
I started to feel a bit uncomfortable that we were being told what we 
needed to, as opposed to being able to do what we needed to do. The 
other thing was that we wanted to pick and choose the modules that we 
wanted to roll out … to be able to adapt stuff to meet our needs. So, 
there was some limitations around that, because you had to roll out 
certain modules before others. (DHB3 referring to RTC) 
What happened when we had a quality manager, she did a whole lot of 
translating of these Lean principles to “What does it look like in this 
sector? How do we apply it? How do we do records analysis or and 
what that might look like?”. I think there’s a whole lot of that to do and 
there is probably still some of that to do. (PC2) 
A further challenge perceived in implementing Lean was a lack of a well-defined 
final goal. Staff appeared to struggle to define what the final product was, but also 
reported difficulty in gaining consensus between the various customers on what 
that final goal might be. Without having a clearly defined final goal, application and 
benefit of Lean was viewed as limited. 
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There is no “end product” so it’s very difficult to get a sense of quality 
product in a way .... We are not delivering a product, although there are 
measures of change, so that’s where there are things we can do. But it’s 
very vague in psychiatry as well: when are people better? When are 
they okay to leave? Who says they should come into hospital? What 
actually is the treatment? So, all of those things are not very clear at all. 
(DHB12) 
The bit that didn’t translate well was; they’ve basically got machines 
doing their work, we actually have humans. Humans kind of don’t do 
things quite the way you expect it all the time, so where they had this 
conveyor belt of things, that just happened. We would always have 
variation because its human beings working with human beings. So, 
there would be those, needing to be a bit more flexible. (PC1) 
Yeah, I think most of our clinical staff would find it hard to see how they 
fit. Because they’re interested in, and we all ought to be interested in, 
evaluating outcomes. Which I guess are part of Lean approach, but 
we’re interested in… “Has that made a difference to how they are?” So, I 
guess I’d be much more interested in finding really more robust ways of 
evaluating outcomes than other fancy approaches. (DHB7) 
It was also noted that Lean didn’t fit with the enduring culture of the sector, which 
was still largely imbedded in a medical model of health care. This is combined with 
tendency for the sector to be risk averse and was perceived as impeding 
innovation. 
There is that sort of still that medical model driven stuff, that’s a 
challenge. I think that creates the perception that it’s difficult to deliver 
services in an innovative and flexible way. (PC2) 
Current climate actually produces rigidity rather than flexibility. So, it’s 
quite interesting, staff being told you need to be flexible, but only within 
this and that … I think that those ecological conditions are producing 
the inflexible worker. (PC3) 
While the Skills for Change methodology, I think, has encouraged 
people to think differently and do things differently the reality in the 
DHB is getting the sign off to do something differently is incredibly 
difficult, it makes it quite frustrating. (DHB5) 
A number of barriers to implementation were considered to be unique to the 
DHB with no participants from NGO’s reporting the following challenges. A 
lack of resources both in terms of time and cost were cited by DHB staff as 
barriers to using Lean in the work environment. 
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Part of the reason it was so difficult is because everything’s got to be 
financially neutral, so there is no new money to spend on something. If 
you are going to spend anything, it has to come from somewhere else, 
and that’s the challenge. Where do we decide “actually we are going to 
cease to do that and cut spending there, to spend on?” … in spite of 1.4 
FTE of staff time being wasted, spending $1800 on a tablet to try a 
different way of working was such a challenge to get sign off for, so 
yeah, crazy really. (DHB5) 
There was also a lack of investment of time made by the organisation as usual 
duties often got in the way of Lean being further utilised for quality 
improvement. This was a perception that was evident with from line staff and 
management. 
I think sometimes people here, and most probably a lot of teams, 
they’re just too busy doing the work. And the work that is in front of 
them seems the most important to them at this point in time. (DHB7) 
I think it’s a big time commitment, I mean I know I spoke to the 
Directorate, they were wanting to do something, but it was the time for 
the senior leadership team to get off all together at the same time, so 
they decided not to do it. (DHB3) 
It’s just having the time you know, it’s always one of the major barriers I 
suppose and the time and the energy to think “let’s do another project” 
or get another quality initiative off the ground. We’re all so busy. 
(DHB9) 
Also unique to the DHB, was participants experiences of attempting to 
manage multiple quality improvement initiatives. It was evident that Lean 
thinking in any of its variations was not the only facilitator of change within 
mental health and addictions services. Participants also referred to external 
drivers of change which included government targets and nationally lead 
initiatives aimed to create specific changes. These alternative drivers of 
change sometimes competed with the internally driven changes staff were 
attempting to make. 
You're juggling local stuff, national stuff and as I said reactive. 
Proactive? All this is up in the air and the expectation is “be smarter 
with the money you’ve got”. It’s not even like you can go buy something 
to improve it. You’ve got to figure out how to get the money from 
somewhere to move it over there to contribute to that. They are not 
easy routes. (DHB10) 
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Trying to ensure we responded well to the KPI’s that were expected of 
us and keep those on the staff’s [agenda], cause in the day to day chaos 
that can get lost, but trying to keep that present and relevant for the 
staff which was always a struggle. (DHB5) 
In addition to set targets, participants also referred to alternative quality 
improvement processes and which resulted in a dilution of the use of Lean. These 
alternative quality improvement processes included similar improvement tools, to 
established programs to bring about particular changes e.g. safe wards to address 
conflict, through to clinically based projects related to improvement. 
You see the Health, Quality and Safety Commission uses the IHI 
approach and so they’ve got five goals now for the mental health 
program, which is zero seclusion by 2020. So, there is all those things 
we work through and report back on…. I don’t know if that’s going to be 
a conflict in the future. I know that people go for training there, like the 
quality facilitator in a [different part of the District], couldn’t use the A3 
methodology there because they have something quite different. 
(DHB8) 
I think if we get involved in stuff, we get involved in stuff that is really 
interesting for us. So, for instance one of our team is part of high and 
complex needs… Another one of our team will do the liaison meetings 
with the other services, another of our team will do the mothers and 
babies stuff .... So, I think we kind of tend… to for want of a better word 
“stick to our knitting”, … you know using our expertise to keep people 
upskilled in a particular area. (DHB7) 
There were no barriers to the implementation of Lean that appeared to be 
unique to NGO’s.  
5.2.6 Staff Barriers in implementation 
It was identified that sometimes the challenge to implementing Lean was the staff 
themselves. This existed beyond staff being busy which has been acknowledged 
above. Staff barriers to implementation ranged from apathy to resistance to quality 
improvement processes, including Lean.  The mental health sector as a whole was 
observed to be resistant to change, as well as some individuals further contributing 
to this resistance to change. 
For me, I manage two lots of clinicians, so I manage a set of clinicians 
that are general health clinicians and I manage the mental health team. 
My experience is the mental health teams are incredibly difficult to 
manage in relation to looking at quality… where the others are much 
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more positive… and actually look to seek out opportunities to do things 
differently, that make a difference for patients. So quite a different 
dynamic managing the two teams… if they [mental health staff] don’t 
agree with the change or like the change, they become a pack where 
they will be actively resistant to change and do anything to disrupt the 
change. (PC1) 
Largely speaking, you’ve got quite an autonomous, established, 
experienced group of staff in the DHB and that’s great, but there is kind 
of a culture of resistance to change, and really fighting it, sometimes I’m 
not quite sure what that’s about. But when there seems to be really 
good evidence … to do things a bit differently, or it seems like a positive, 
there is still a sort of cynicism and scepticism, that’s unique, well I know 
it’s not unique to where I work, throughout mental health services 
certainly. And that was quite hard, you have to look for pockets of 
positivity and try and get people on board and then hopefully the others 
will look and see, actually this is working quite well or “She’s doing it, 
can we try it?”. Different strategies to try and manage that, but it is 
challenging and quite draining sometimes, you are constantly up 
against it. (DHB5) 
Most staff resistance was described as occurring in subgroups of teams. There was 
also evidence of subgroups within teams that were committed and willing to 
participate in Lean processes. It was noted that a cohort of staff tended to be open 
and willing for a range of quality improvement activities and were often 
strategically co-opted into participating in a range of initiatives. 
Most people are not inclined to Lean thinking…. Yeah, so I think it 
resonates with some people, but other people not at all… there is 
always so much resistance to change when people aren’t naturally Lean 
and I find those people who aren’t naturally Lean are also some of the 
people resistant to change. (DHB2) 
It’s always a big challenge to find people who are keen to put their hand 
up to do something extra because everyone’s very busy. So that was 
interesting, and I shoulder tapped two or three staff who were very 
positive about it and keen to engage and that was the team I took with 
me. I did try and get medical staff on board, but again that’s always 
quite difficult and in this instance, I wasn’t able to persuade anyone that 
is was a valuable use of their time. (DHB5) 
So, who do you send? Do you send front line staff? Which is good, but 
it’s actually “who are the influencers?”. They actually have to be the 
people who are leading and upskilling in this.… so, I think there is that 
sense of getting the right people. And so that model of coaching/ 
mentoring, working with teams, how do we do this as a team. (PC2) 
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5.3 Do staff perceive that Lean has a role in the mental health and addiction 
sector? 
Even with the challenges described in applying Lean to the new context of mental 
health and additions and the barriers experienced in some instances of 
implementation, the majority of participants saw that Lean could be useful for the 
sector to achieve some of its goals in the long term.  
5.3.1 Existing barriers in delivering timely and quality mental health and addiction 
services 
All participants reported there were barriers that prevented the sector from 
delivering quality services in a timely manner. These perceived barriers ranged 
from the overall design and structure of the sector to staff and client factors. 
Increasing demand for services at all levels, challenges in providing equitable 
services delivery across population groups and geographical regions were 
identified as barriers to delivering timely and quality care. The existing challenges 
faced by the sector is discussed in more detail below. 
5.3.1.1 System design barriers 
System design barriers were cited as the largest single barrier in mental health and 
addition services developing timely and quality services across the sector. 
However, there were number of sub factors within this that contributed to the 
challenges faced by the sector. 
The historical legacy of the medical models of psychiatry in mental health and 
addiction care were seen to still impact on the design and delivery of services and 
create a tension between old and new ways of working. In particular the role of 
relying on a diagnosis to understand a client’s needs, and thus design and deliver 
services was seen as creating barriers to patient centred models of care.  
(The medical model) tends to create quite a risk adverse environment 
focused on risk and all of that stuff and focuses on deficits and it’s not 
about the people, generally people that work in the system are not 
deficit driven, they don’t want to work that way, but actually the model 
… looks at diagnosing “What’s wrong with you?” and “How can we fix 
it?”... [our clients] don’t want a bar of that, they don’t want to know 
what’s wrong with them, what’s broken. [They want to know] “How can 
98 
 
I be a better me? How can I Iive a better life and live more well and have 
more wellbeing?”… That medical model makes that quite challenging to 
do that sometimes. (PC2) 
This tension with a focus on diagnostics goes further than just the impact of the 
individual receiving care, as it is often part of the framework that informs how 
services are funded and therefore designed. Service specifications that relate to the 
diagnosis of the individual seeking care and the severity of their disorder, were at 
times, viewed as resulting in exclusion criteria that created barriers in some 
people receiving appropriate treatment. Behavioural issues or alcohol and other 
drug presentations were seen as sometimes excluding individuals from receiving 
mental health services, particularly in a constrained system. 
The whole diagnostic disaster which we encounter a lot… because of 
the DSM [Diagnostic and Statistical Manual of Mental Disorders] really… 
To me the key ones [barriers] are really that a massive shift is needed in 
the way we view diagnose people and the way that then translates to 
funding…[some clients are] not seen as a priority for mental health 
admissions. I think Psychiatrists would be more inclined to admit 
people who don’t neatly fit their boxes, if they had more room to admit 
them. When there is a lack of room, they’ll just say “oh you don’t meet 
the criteria”. (DHB2) 
Furthermore, the focus on diagnostic system that is reductionistic in nature also 
reinforced siloed services rather than encouraging wholistic approaches. 
I think the biggest barrier is the fact it’s seen as a health problem and its 
separated off as such, when really most addiction and mental health 
problems are a combination of health and social; and people needing 
accommodation and social supports and employment and family input 
more than they need medication and counselling. And we just tend to 
have medication, and we do that well and we have counselling and we 
do that well, but a lack of access to accommodation and other social 
wraparound services. They say they’re out there but they’re not really, 
particularly if they’re provided by another agency. You know agencies 
get overloaded with work and so they start saying no, and I can 
understand that. Particularly in an NGO and the person doesn’t quite 
meet their funding stream. … There is no one service that really 
captures it all and really looks after the person holistically. (DHB2) 
With different services funded to deliver different components of services, a 
common theme emerged about challenges for individuals transitioning between 
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services. The most noted difficult transactions were between primary and 
secondary services which was noted to exist in a bi-directional manner. 
So those are the sort of wider issues in a way around how our health 
care system is, and it’s not necessarily built for patients. So, this whole 
thing of referring people and them being on another waiting list 
somewhere. This idea of queuing, if you like, seems like that’s okay, but 
for suicidal people it’s not very okay because they’re dead potentially if 
they are in the queue. (DHB12) 
Despite the barriers in contractual funding some services endeavour to be flexible 
even though they might be working outside of their service specifications. 
It’s easy sometimes for us to do it and do it as a brief intervention and 
be responsive rather than say that’s not us and go to another service. 
(PC3) 
It’s those kinds of things, I think, that would improve it to be much 
more client centred going “what is the client need, rather than what is 
our service criteria, what are our limitations”. And we have the 
flexibility here, where our manager… will go “let’s see if we can make 
that happen”. It’s a can do attitude rather than “that doesn’t meet our 
criteria, we’re not funded for that”. We do heaps of work here we’re not 
funded for, and I know lots for the services out there do. (PC4) 
But ultimately the services, although evolving to be more people centred were not 
designed with that goal in mind. 
Processes and systems within the DHB have probably not been focused 
fully on the client and we often do things the way we do because that’s 
how we’ve always done them. (DHB5) 
Overall participants acknowledge the mental health and addiction system is 
in a state of transition, where it still has structures and processes in place 
from previous eras and mindsets about how care should be designed. While 
participants want to move forward in developing health care systems that 
better fit the prevailing ethos of people centred care, there have yet to be 
significant changes the way the sector is designed to enable this to occur.  
This leaves the workforce in an uncomfortable limbo where it is openly 
acknowledged that services could be better, but many feel constrained to 
make the changes required. 
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5.3.1.2 Constraints within a finite system 
Alongside the current system design being inherited and questions being raised 
about the ongoing appropriateness of this design to achieve more people centred 
care, participants reported that the constraints of a finite system further impact of 
the delivery of timely and quality services. A lack of general resources and funding 
coupled with high and often increasing demand impacts on services abilities to 
deliver services to all that may benefit from them.  
The challenges of working in a constrained system were not seen as unique to the 
mental health and addictions sector but shared across health and other public 
services. 
As part of public services at large, the heath service and as a smaller 
part of that, the mental health service, have really suffered under 
several years of austerity, to put it kindly. There has been other sectors 
of the country and other parts of our community that have benefited 
from that. Health, education, public safety have definitely not, we have 
taken a big hit.... So, we’re kind of behind the eight ball in terms of 
facilitates, in terms of staffing, in terms of general operating funding, 
we’re behind. (DHB1) 
However, even in an underfunded public sector there is a perception that mental 
health and addiction services struggle to get their allocated resources, particularly 
when there are competing financial demands within organisations.  
We are trying to operate in a deficit environment, and we work within a 
big organisation and mental health isn’t seen as a priority. It feels like a 
constant battle to get the resources that are allocated. I have some huge 
concerns about our ringfencing and what happens to the funding that 
comes into mental health and do we see it all? You know, when you’ve 
got other demands that are often seen as more important. (DHB3) 
A common barrier across the sector was the challenge of meeting a substantial 
increase in demand for services when the budgets for many organisations have not 
grown at the same rate, or not increased at all. 
Mental health is underfunded, we’ve had a 30% increase of referrals in 
the last 2 years with an effective decrease of funding. The … intake work 
that we have funded to have at [our service] hasn’t been adjusted over 
more than 12 years, despite more than doubling the number of referrals 
that we received into the service. (PC3) 
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There certainly seems to be greater demand for services and really the 
resourcing for services has changed very little for a number of years 
now. So, I think that’s a significant issue, increased demand and a lack of 
service growth in response to that… services can be delivered in more 
efficient ways but it’s very hard to get traction on making change when 
you are in that sort of catch up cycle responding to existing demand… 
we’ve had a several hundred percent increase in [demand] … you need 
to be resourced to be able to manage that, so that’s and issue. (DHB11) 
I’ve had a look at our numbers from [our service] and compared them 
from 2013 to 2017, I looked at a years’ worth of data and the demand 
for mental health services has gone up hugely, so thousands of people 
more, than we were seeing in 2013, its incredible and more phone calls 
as well, thousands more phone calls. (DHB9) 
Some barriers were perceived to be amplified by unique characteristics of the DHB 
area within which interviews were held. This included the geographically large 
area with challenges in providing equitable services to smaller communities away 
from central service hubs. 
I think one of the things underplayed nationally is the size of our DHB 
and some of the logistics around travel and for some of our community 
teams they may see one or two people day, sometimes one person a day 
because they have to travel four hours to get to them.(DHB3) 
In addition to the geographical challenges within this DHB, multiple references 
were made to the financial position of the DHB as having further impact on the 
resources of the whole sector. 
Part of the reason it was so difficult, is because everything’s got to be 
financially neutral so there is no new money to spend on something, if 
you are going to spend anything it has to come from somewhere else. 
(DHB5) 
I think part of that, is that the DHB is so cash strapped and it’s all about 
save, save, save, but improve quality, improve quality, improve quality. 
But also working with such a chronic and challenging client group 
where it’s difficult to remain optimistic… those are real challenges 
within those settings. (DHB5) 
Within the DHB, outdated infrastructure including buildings and technology was 
also seen as an ongoing barrier to providing timely and quality care.  
We’re behind in terms of modernity of our technologies, something as 
simple as an electronic medical record which is the standard in most 
modern western systems seems to elude us. (DHB1) 
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The sector has experienced significant growth in demand while being expected to 
meet this need within a constrained fiscal environment. The constraints in the 
sectors financial position were attributed to lack of funding increases at a 
government level and further financial challenges being experienced by the DHB. 
5.3.1.3 People Factors 
Staff themselves, were viewed as a barrier to creating timely and quality care, 
some of these factors relate to finding suitably trained professionals, while 
resistance to change by staff was also a barrier in some settings.  
Filling vacancies and recruitment into specialist roles proved challenging for some 
organisations. 
Recruitment, absolutely to the sector in general, but to the provincial 
parts to the sector… when you are looking at the subset of skills you 
start to look at “okay we need suitability trained people who are 
confident in that area” then the pool of actual people to draw from is 
actually very small. (PC2) 
Further to finding appropriate staff there was a theme indicating that staff 
resistance to change has had a negative consequence on improving the sector.  
I think time is of an essence, where people are busy and not having time 
to sit down and think about where an issue or problem might be and 
working through that. So, I think sometimes its knowledge, staff, where 
to start? And sometimes it might be people coming to work and doing 
their 8 hours and not thinking beyond that, or not having the energy, 
because it is a busy service and getting busier and busier. (DHB7) 
And I think one of the other challenges we have is that services get very 
entrenched in delivering things in the way they have always done and 
even when you are trying to push for change and people are committed 
to doing things in the most effective way possible its actually quite 
difficult to effect that change. So, you can make policies and have 
initiatives but it’s really hard to get traction on some of those issues. 
(DHB11) 
Further reflection as to whether Lean, when implemented as intended, might 
be an appropriate approach to address these barriers is detailed in the 
discussion. Staff identified the following limitations and potential for Lean 
based on their experiences to date. 
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5.3.2 Perceived limitations of Lean 
Further to challenges in implementation, Lean was perceived by all participants to 
have limitations in the benefits it could provide to the mental health and addictions 
sector. Limitations included seeing wider system design problems which 
participants perceived that Lean was not designed to meet the need of. The need 
for system redesign was shared by all of the NGO participants and a third of DHB 
staff. 
Until we have the major service reconfiguration and the bed 
management system gets up and running, I think it’s going to be hard to 
make any real changes. (DHB9) 
The reason it won’t work is, I think Lean Six Sigma is very good for 
existing systems, so if you have a system, it will analyse it and suggest 
corrections to it. But if that system’s not working, it won’t say “you’ve 
got a crap system”, it will make improvement to what you’ve done, but 
it won’t say “no that’s wrong”. So, if you’ve got a mental health system 
which all has beds, it will tell you a more efficient way of running those 
beds and you’ll get the most efficient way of running it. It won’t say, “get 
rid of 50% of those beds and move it into community and get people 
living at home… and replace them all with community support 
workers”. It won’t do that; it can’t do that. It’s [Lean is] not that type of 
system. (CS) 
I’m not sure it would be the be all and end all, I think it’s good to look at 
the services within in which we all work and operate to make sure 
we’re doing things succinctly as best way as we possibly can, as Lean as 
possible, but I’m not sure it will be the only thing that’s required in the 
sector. I do think we need a fundamental change of how we’re funded, 
we need to break down some of the silos between mental health, 
between primary and NGO’s and secondary care to ensure that we get a 
good seamless journey for the patient.  So, if we do Lean, it’s about 
looking at Lean across a system change in mental health, rather than 
just an each in our own little wee pockets. We need to map out the 
journey of patients within our mental health services and look where 
we can make change and use it as part of a co-design or redesign 
process. (PC1) 
Further to a need for approaches that allows for a wider system redesign, many 
participants described limitations in using Lean in a service industry, especially as 
there are not a shared set of outcomes agreed to by the relevant customers. 
Further to a lack of agreed outcomes there was a lack of consensus on which 
measures could be used to assess progress against desired outcomes.  
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I think part of the challenge is… what [is] the product we’re trying to 
produce? There’s some issues around that in mental health in terms of 
what is it? There’s been a lot of discussion, we haven’t really come to a 
great understanding of what are the outcomes we’re intending. What 
does good product look like? … once we get a better sense of what we 
are shooting for then we can work the processes backwards to produce 
that as efficiently as we possibly can… once we kind of know what we 
are shooting for. (DHB1) 
Because the starting points are difficult to quantify, the diagnosis is 
difficult to quantify, it’s then difficult to know when somebody has 
made a change, if it’s fixed if you like. So that’s difficult. (DHB12)  
Half of the participants in the sector reported a further limited fit of Lean to 
mental health when compared with how they saw it being implemented in 
general wards. The ambiguous nature of mental health and addition services 
were seen as distinctly different from general health which was viewed to be 
easier to define and measure, have more standardised processes and 
therefore easier to apply Lean. 
When used on the physical side, when they use Tact time, you know 
someone waiting in a waiting room until they get their first procedure 
and then go to another procedure. It kind of doesn’t have the same fit to 
mental health because you are dealing with emotions and behaviours. 
(DHB8) 
It’s quite often that what we want to achieve can’t really be put into 
numbers, its more qualitative rather than quantitative. (DHB9) 
It was obviously trickier trying to mould the mental health stuff into 
that format, than the physical stuff… so I think with some of the training 
it was a bit frustrating because it just didn’t fit the mental health stuff… 
It was quite interesting listening to the physical/ medical sides 
presentations, but you did sometimes… think “I wish it was that 
simple!”. It just seemed really, I’m sure for them it wasn’t, it seemed just 
so, like there was such a practical problem and a practical solution it 
was like “Oh, that would be so nice”. (DHB4) 
As a consequence of a lack of clarity of the final aims, participants felt Lean tended 
to be used in a simplistic way that involved more of a focus on process within the 
system that were easier to measure but did not necessarily contribute significantly 
to the larger aims of the sector. 
I think because there has been such a struggle in understanding what 
that end product is we’ve tended to make the easy choice about 
focussing on the process itself. For the Lean Six Sigma efforts I have 
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seen have focused on the process with lip service, not being unkind I 
don’t think, but lip service to the end product, lip service to the patient 
centredness of it all, both on an individual and community basis. 
(DHB1) 
I mean you can measure things like adverse events or assaults or 
episodes of self-harm or absconding, so there are external measure that 
we can use so that’s what I go to, well what can we measure in those 
circumstances and so avoiding the “how well people fell their treated” 
or whether there are some other measures of people feeling better. 
(DHB12) 
Really, the effort is about the process for the sake of the process. 
Building a better mouse trap well it’s about trying to keep mouse 
droppings and their allergens all the things we know mice in a house 
can do, eating through the electrical stuff that what it’s about. You know 
some people find it really interesting to work on the trap: “Cool, neat 
trap works! Really great, cool”, but the issue is, that is doesn’t get rid of 
the mice and you know they keep eating on the electrical thing. The 
most beautiful mousetrap in the world is not going to do the job so we 
have to keep on that, and it tends in my memory to really be focused on 
the mousetrap unfortunately. (DHB1) 
While useful aspects of Lean were identified by participants there was a common 
theme across the sector of having to further translate and adapt the Lean 
processes that were introduced to meet the needs of the sector. This theme was 
also common across different Lean variations as no single variation was described 
as intuitively fitting with mental health and addictions or being adopted without 
modification. 
I don’t see why it couldn’t work, but it needs to meet the needs [of the 
mental health sector] rather than mental health meeting the needs of 
the program. Because at the end of the day, it’s about the people using 
the services and you don’t want to fit those people into holes; you want 
the service to wrap around them and it’s the same with the Lean 
methodologies. (DHB3) 
5.3.3 Perceived potential for Lean 
While there have been some limitations noted in attempting to implement a Lean 
approach, there was perceived value in further imbedding Lean into organisations 
in which participants worked.  
It’s really, really helpful in being able to get to an end product as 
efficiently and as effectively as you can. I can see a lot of value in that as 
long as there is a co-design process that gives you an idea about the end 
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design… but once that’s decided upon or something close to it, then 
getting there, brilliant, absolutely brilliant so far. (DHB1) 
So, the challenge that we have now is that we’ve grown, so it is probably 
time for us to be even more intentional in imbedding some of the Lean 
principles into what we are doing than we have been before. (PC2) 
I think it could be a perfect fit but I think… I believe that if we get good 
enough at it (DHB6) 
Further to overcoming the barriers of implementing Lean, a more routine 
approach to implementing Lean and maintaining the approach was called for 
to allow staff to become familiar and confident with Lean. 
I think it’s always been tried to be pushed and I think it’s good for staff 
to do that and pick up some skills, but I think unless you are doing it all 
the time, you go back to wards… and the reality is you’ve 100 emails to 
get back to. (DHB8) 
I don’t think you get it the first time. I mean, I probably don’t get all of it 
anyway. So, it’s probably only through several iterations that you sort of 
begin to get what they are talking about. (DHB12) 
Some participants reported the need for more of a sector wide approach to 
implementing Lean, based on a previous inter sector approach to quality 
improvement that existed in one region. 
It’s the old see one, do one, do it on your own, you teach someone else. 
Having someone to coach you through the issue, problem or Lean 
process, having to work with them, while supporting you to do it 
yourself and then being there to give support, give feedback. And again, 
the question is who does that? Who is looking to that and I think 
looking back to that old [intersectoral network] where the [previous] 
DHB, where the funding was there and the DHB saw it as their 
responsibility to be building the capacity of the sector. (PC2) 
One participant saw the value of Lean such that they advocated for its further 
use through Mental Health Inquiry process that was occurring concurrently 
with the last few interviews. 
I met with the Mental Health Inquiry today and did a presentation and 
so I think we just need to re look at our whole mental health service and 
using the Lean principles to help us do that as a whole group of 
organizations who deliver mental health services in our district. I think 




5.4 Does Lean facilitate people centred approaches? 
People centred care exists in the planning documents and vocabulary of many 
health professions, but it is acknowledged that the pastoral approach, where 
services are disconnected from the populations they care for, still exist: 
One of my colleagues, I think aptly analogises, as being part of the 
wizarding world, so we’ve got the health care system and we kind of 
live amongst ourselves and forget about the fact the muggles are out 
there and we’ve developed our own little culture and do our thing, 
forgetting that really we are here for a purpose and that is to see to the 
health of the community and the individuals that live in it…  but we’ve 
kind of forgotten about that in our wizarding world and then it’s them 
and there’s us… it is kind of silly that we’ve found ourselves in that 
position. (DHB1) 
Some participants acknowledged that Lean posed some risks in limiting people 
centred care depending on the initial goals and implementation. 
To forget about the patient in the process is a risk of Lean, I think. 
Because you can have systems and if you’ve got that personality being 
quite black and white then you can think “Actually that’s the process 
we’ve been told, we’ve done this process of Lean, we’ve been told this is 
the process we’ve got to do”. But actually, sometimes the patients don’t 
quite fit a box, so that would be how I see the main risk depending on 
how people interpret it and run with the principles of Lean. (PC1) 
However, most participants experienced Lean as having the ability to build 
people centred approaches. The following section continues to explore 
participant responses in relation to how they perceived Lean to support 
patient centred approaches to care. Suggestions for further enhancing patient 
centred application of Lean were also provided. 
5.4.1 Who benefits from Lean? 
Participants were asked to consider who tended to benefit the most from Lean, 
especially as funders, the organisation, staff, consumers and the public can all have 
different needs from a system.  Implementing Lean approaches is perceived to 
have the most benefit for the consumer. However, there is further benefit to be 
gained by employees. It was identified that there was potential to meet the needs 
of more than one stakeholder concurrently, where improvements to staff, 
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consumers or organisational outcomes having the potential to have cumulative 
gain effects on all the associated parties.  
It’s a win win, if it’s done properly. Ultimately you want to have a 
service that benefits the patient, by doing that, by supporting the 
clinicians, the patients generally get a better experience. If someone 
enjoys being at their work, feel like they are working in a nice 
productive way and they’re feeling supported by the organization, then 
they tend to provide a better service to their patients. Therefore, the 
patient gets a good service and as an organization, if we are doing 
things smarter and more Lean and more streamlined, then that’s got to 
be better for the organization also. So, if it’s done properly, I think it’s a 
win-win for everybody. (PC1) 
If you can get a more efficient service, your workers are going to be 
happier, your clients are going to get better outcomes and the 
organisation is going to be saving time and money. (DHB4) 
I think if it was taken up with gusto from the staff than it would have 
been a win win for everybody. I think staff really benefited, the 
organisation benefit in terms of increased capacity, less waste and the 
service users. I think it’s a win-win, I hope it takes off. (DHB5) 
Participants reiterated that the ideal goal was for Lean to benefit consumers, 
however this often happened in conjunction or secondary to benefits for 
staff. 
Initially probably clinicians because a) it engages them in a process and 
b) gives them some control over it. So, probably to start with; clinicians. 
Then you could argue, much like Toyota, if you’re making a car it 
probably makes it more interesting if your involved in things to make it 
better, because its less frustrating, its more enjoyable. (CS) 
I think there are some things you can do that are a real clear direct 
benefit to the consumer, but a lot will be down stream, making the 
staff’s job a lot easier, freeing them up to spend more time with clients 
and hopefully lightening their mood a little, because a lot of staff do feel 
quite burdened by the work in mental health and it’s not often the 
clients that are making them feel that way, sometimes but often it’s us, 
it’s the bureaucracy. (DHB2) 
So even if the focus of Lean did initially appear to benefit staff, as the participants 
of the Lean process, it was still considered to benefit consumers indirectly. 
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5.4.2 Lean highlights the consumers experience 
Following a Lean process did provide useful prompts to put more emphasis on the 
consumer’s experience in a manner that had not always been present at the 
commencement of the improvement project. 
I think when I started thinking down that track my thinking was all 
about efficiency and saving time for the organisation, but Skills for 
Change really made me think about it from the consumer’s point of 
view. Which sounds silly that I hadn’t, but I hadn’t, if I’m being honest 
really, beyond the fact they we would have more time for face to face 
contact. (DHB5) 
5.4.3 Opportunities to improve consumer engagement 
While Lean was perceived to be of benefit of the consumer and have the ability to 
reinforce the focus on the consumer pathway. The majority of the sector reported 
that Lean could be further improved to enhance people centred approaches. 
Rather than just considering how the consumer moves through the service, there 
was an opportunity identified for greater consumer input into the improvement 
process to be able to explain what their experience was at different stages in the 
treatment pathway.  
Working alongside people who have that lived experience and having 
them give their experience of how things can be streamlined, more Lean 
and client friendly. But trying to do that without those structures in 
place is quite difficult so in a way we have to put ourselves into the 
shoes of those accessing our services and their families, try to be 
efficient in that way. (DHB2) 
I think that’s what’s missing from the likes of your Skills for Change is if 
we’re a patient centred service or a client centred, then they need to be 
part of the problem solving, not the problem. (DHB3) 
With most of the Lean variations coming from general health applications prior to 
their adaptation to the mental health and addiction sector it was noted that the 
general health sector does not have the same level of experience involving 
consumers as the mental health and addictions. This resulted in the Lean 
adaptation presented to the sector not necessarily including consumer 
engagement in the level that desired by the mental health and addictions sector. 
We went down to this meeting and I just happened at that time to be 
using the fracture clinic and the chest clinic and I told them about my 
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experiences of using it and they we’re just completely amazed and they 
thought it was so invaluable, but I don’t think its occurred to them to be 
going and getting people from those particular chest clinic into their 
particular group to talk about it, because they will learn things that they 
won’t be able to see themselves by getting those people in. (DHB6) 
For non-mental health services consumer input is still very, very new. 
We’ve been doing it for years. (DHB3) 
Many participants identified there are opportunities to increase consumer 
involvement in Lean processes as a means of further enhancing the development 
of people centred approaches to service improvement. One participant felt there 
were alternative planning tools available to were more effective in building people 
centred approaches than Lean, as Lean had not been designed for the purpose of 
improving people centred  care, rather it was designed to improve a system. 
They’re [Lean is] not centred around the patient really, I mean they’re 
making it a better experience for the patient, but their focus is on 
improving systems. So, if you think about it in terms of Toyota, their 
purpose is to make a better car and I suppose their argument is; well if 
you build a better car people will buy it and it will be a nicer experience 
for the consumer, but actually the focus is on selling more cars so they 
are better than their competitors. (CS) 
Lean Six [Sigma] is concerned with the system it’s not concerned with 
the patient. It designs a better process, which may or may not be good 
for the patient… The outcome could be faster harm, not faster care. And 
it doesn’t really help in terms of patient centredness, because your 
following a path. So, I don’t think it is geared towards patient 
centredness… If you wanted something more patient centric then you 
probably need a different tool, rather than try and adapt Lean Six 
Sigma. (CS) 
However, most participants felt that Lean could be enhanced to build a 
stronger patient centred approach to process improvement as discussed 
below. 
5.4.4 Co design as a supplementary tool to enhance consumer involvement in service 
improvement 
As part of the interview process, some participants started to refer to co-
design as a means to improve people centred care in service improvement 
approaches. Co-design involves consumers, families and staff sharing their 
experiences of a service and then working collaboratively to determine 
111 
 
priorities for improvement, determining and implementing proposed 
changes and then reviewing the effectiveness of these changes (Donetto, 
Pierri, Tsianakas, & Robert, 2015). A co-design project that was being led by 
the DHB as the latter half of the interviews conducted. Therefore, co-design 
was referred to less in the initial interviews and more so in the later 
interviews. Some saw co-design as complimentary to Lean and as an 
opportunity to reconfigure how some services are delivered with a greater 
consumer input to be able to improve people centred approaches. 
It’s [co-design’s] very good. It’s very, very inclusive and I think you will, 
I think in fact to be honest, I think you’re wasting your time if you don’t 
do co-design. If we do a hospital rebuild without co-design, I think we’re 
wasting our time. I think if we try and change our services without co-
design, I think we’re wasting our time. We’re just going to come up with 
the same thing, keep making the same mistakes again… having 
stakeholders involved right from the beginning and not just in a 
tokenistic way but in a totally meaningful way is quite different… So, 
that [Lean] with a co-design element would work really well… I don’t 
imagine that Toyota would have invited the people who bought their 
product to be involved in the gemba walks and be involved with 
everything right from the beginning either and maybe that’s a mistake. 
(DHB6) 
I think one of the expressions is “nothing without us” and that’s why co-
design appeals because it is about working together to identify what the 
issues are and what the solutions are instead of us thinking we know… 
Because people just don’t get it, and they can’t understand why when 
you’re setting up a project group that you want your consumer, your 
family and your cultural advisors there to have input into the program, 
because they want to keep it tight and have three or four people. Well 
that’s not the way we [mental health and addictions] work and I think… 
It’s not all about health it is about other people’s experiences… I think at 
least it’s recognising that there are other viewpoints. I think we have 
come a long way over the years around consumer and family input. 
(DHB3)  
Lean was viewed as contributing to more effective systems, which had 
significant potential to benefit the consumer. Furthermore, it did place more 
emphasis on the consumer’s journey as they pass through treatment 
pathways in a way that encouraged staff to consider value more from the 
consumer’s perspective. Consumer advisors were involved in some Lean 
projects; however, many participants saw an opportunity to increase 
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involvement of consumers in the Lean processes themselves as it was 
believed this could contribute to enhancing people centred care as processes 
were reviewed.  Co-design was also being introduced to the sector during the 
continuation of interviews, which aimed to redesign components of the 
system with strong consumer input. Although the sector was still developing 
an understanding of the co-design process, it was perceived as being 
complimentary to Lean and a tool to increase genuine consumer 
involvement. 
5.5 Chapter Conclusion 
This chapter outlined the results found in this study. Firstly, the participant 
demographics were identified to build an overview of how participants 
represented the mental health and addiction sector as a whole, and the parts of the 
sector that were excluded from the study.  Secondly, the three research questions 
of: 
1) How have staff experienced Lean in the mental health and addiction sector? 
2) Do staff perceive that Lean has a role in the mental health and addiction 
sector? 
3) Does Lean facilitate people centred approaches? 
were explored in more detail. 
In summary, there were a number of variations of Lean being implemented across 
the sector ranging from manualised approaches that provide formulaic steps for 
the organisation to follow within specific contexts to broader Lean approaches that 
sought to teach participants how to apply Lean to unique challenges as they were 
identified.  Organisations varied in their level of implementation from tentative, 
where organisations were considering how to introduce Lean to systemic 
implementation, where Lean principles were embedded across all areas of 
operation. Barriers to adopting Lean were evident in how Lean itself had been 
translated and presented to participants making it difficult for participants to 
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apply to the mental health and addictions context. Organisational barriers also 
prevented participants from applying Lean as intended. 
Some differences were observed between DHB and NGO participants, in particular 
DHB participants reported more organisational barriers to successful Lean 
implementation. 
Although most participants experienced some barriers in applying Lean, the same 
participants were confident that Lean approaches could be of benefit to the sector 
in progressing the New Zealand Triple Aim of; improved quality of care, improved 
health and improved value for public health system resources (Mental Health 
Commission, 2012b). However, their were a number of themes identified improve 
the implementation of Lean. These included the need for the sector to define 
consistent outcomes to work towards, improved translation of Lean principles to 
the mental health and addition sector, appropriate resourcing to facilitate 
improvement and improved consumer involvement in Lean processes. 
The implications of these results for the mental health and addictions sector are 




This thesis reviewed how Lean approaches have been adopted in the mental health 
and addiction sector to date and staff’s perceptions of the appropriateness of Lean 
to assist the sector improve the delivery of people centred care. It compares the 
responses form 17 participants from across the sector in one DHB area relating 
their currently knowledge, implementation and views on the suitability of Lean for 
the sector. 
In the previous chapter the principal findings were presented. These included Lean 
being adopted under many different names and applied to a number of contexts. 
Overall participants viewed Lean as having the ability to assist the sector to realise 
the New Zealand Triple Aim, however there remained a number of barriers to 
applying Lean to its full benefit. Participants viewed that Lean needed to be further 
adapted the reflect the co-created and ambiguous nature of the product in the 
sector. Further resources to implement Lean to its full extend was also identified.  
People centred care was enhanced in some instances by Lean’s philosophy of 
viewing value form the consumers perspective. However, participants reported 
current models of Lean fell short of including consumers, and therefore failed to 
build the partnership between staff and consumers that called for in people 
centred approaches in the sector.  
Further explorations of key findings will be explored in this chapter. 
6.1 How Lean has been Applied in the Sector 
The mental health and addictions sector in this District demonstrated high uptake 
of Lean, with all but one participant having some involvement with applying Lean 
in the sector. Based on the high level of uptake alone, one could infer that Lean is 
seen to offer some benefits to the sector.  Participants also had a general consensus 
that Lean was appropriate for the sector. However, it became evident that Lean 
had not been well understood or implemented in the sector, with current barriers 
identified in applying Lean approaches effectively in the sector and some caution 
remained as to in how it was applied.  
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No single consistent definition of Lean was observed. What emerged was that 
several different derivatives of Lean were being applied in different contexts in 
different organisations. With some organisations investing in up to three different 
derivatives of Lean across different departments. While some participants saw 
similarities and overlap between the different versions of Lean, some participants 
did not. This, in part, was due to some derivatives of Lean being very manualised, 
based on  Burgess and Radnor’s (Burgess & Radnor, 2013) taxonomy for 
measuring the level of Lean implementation,  in that they provide formulaic steps 
for application in specific setting, e.g. intake procedures, with other versions of 
Lean teaching overall Lean principles and tools to allow participants to apply Lean 
to a range of problems.  Different adaptations also used different language to 
describe key constructs and highlighted different Lean principles in way that could 
limit the recognition of Lean across its different interpretations.  
An overview of participants observations of the different Lean derivatives is 
summarised below: 
Choice and Partnership Approach (CAPA) – focused specifically on reducing the 
length of wait for first contact with and entry into child and youth mental health 
and addiction services. It was well recognised among the DHB and NGO sectors for 
assisting in achieving the outcome it was designed for. While some participants 
were aware of this approach being applied to adult intake services elsewhere in 
the country, participants rarely recognised this approach as Lean and did not 
identify potential for applying this approach to other problems within the sector. 
This could be largely due to the highly manualised approach of this derivative of 
Lean where Lean principles were translated on behalf of the sector to provide a 
step by step approach to a particular problem i.e. wait times access services. This 
also resulted in many participants not recognising this approach as Lean, even 
when they had completed additional Lean training. One participant went further to 
state CAPA was not a Lean approach, despite the developers of CAPA reporting it is 
a Lean derivative. 
The Productive Ward: Releasing Time to Care (RTC) was another manualised 
approach to applying Lean in health that was identified by participants. It was 
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more familiar with DHB staff who would describe it as currently being 
implemented in general health wards with reasonable outcomes. The RTC series 
exists as a collection of modules that applies Lean to various health care settings. 
Participants recognised that approach as Lean with the general Lean principles 
being applied to specific contexts in each module. Again, a manualised approach 
was seen to have some limitations. Specifically, as the priority area for 
improvement for one participant was community mental health settings. However, 
RTC only offered a Mental Health Ward module or a Community Nursing module, 
neither which was seen to fit the context identified. The prescriptive nature of the 
order of rolling out RTC modules was also seen as a limitation. However, elements 
learned through specific modules were identified as being able to be applied to 
different problems as they arouse. Participants could see how this approach 
complimented other Lean derivatives in the sector that had the potential to further 
build upon the level if Lean implementation. 
Skills for Change was described largely described by participants as a project 
based derivative of Lean. This was likely due to participants bringing their own 
problem to training to apply general lean approaches to, which was completed 
through the course of the training. Completing this training alongside general 
health staff allowed mental health and addiction staff to see additional ways in 
which Lean could be applied but also highlighted the greater difficulty of 
measuring outcomes in mental health when compared to general health outcomes. 
There was evidence of staff completing multiple projects using this approach and 
further intention to continue to use this approach in the mental health and 
addiction setting. However, at the time of this research there was an absence of 
evidence of this approach alone leading to more comprehensive implementation of 
Lean that existing over several years or across the organisation. 
Xceler8 was a further Lean adaptation that was primarily made available to 
management across the DHB and NGO sector. It appeared that participants who 
had accessed this training had also been exposed to another derivative of Lean 
such that this complimented their understanding of Lean. 
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Other references were made to additional trainings available through other sectors 
and other areas in the country. Of note was one example of an NGO who was able 
to develop a partnership with a manufacturing organisation who had long been 
using Lean. Through multiple site visits and a key individual who had worked in 
that manufacturing setting and now worked in mental health and addictions, Lean 
was able to be translated and applied in a way that evidenced a systematic 
approach where Lean was imbedded across the whole organisation.   
The different adaptations of Lean are likely the result of needing to translate Lean 
principles that have come from manufacturing, to general health and then mental 
health and addictions contexts. However, each derivative has evolved differently 
depending on the initial context it was adapted to. Manualised approaches to Lean 
were viewed as having limited relevance outside the context for which they were 
designed for, even when translated to a specific functions of mental health and 
addition services.  Broader Lean approaches which provided participants with the 
ability to apply Lean principles and tools to example activities  or real world 
problems appeared to facilitate more of a continuous improvement mindset, 
where participants also referred to the “next project” or future applications of Lean 
thinking. 
While the literature offers many criticisms with the over representation of 
manualised or project based applications of Lean in health care (Radnor & Walley, 
2010), it is also acknowledged that these tentative and manualised approaches can 
be an important step towards more comprehensive implementation as seen in 
programme or systematic based approaches to lean implementation (Burgess & 
Radnor, 2013).  
In a sector which is already documented as experiencing change fatigue (Hayward, 
2012), this eclectic approach to Lean implementation across the sector has the 
potential contribute to further change fatigue is perceived by staff as experiencing 
“yet another” improvement activity. If one Lean approach was adopted by the 
sector there could be greater integrity of Lean implementation, that builds upon 
the sociotechnical aspects of Lean (Joosten, 2012) and builds the capacity for 
individual and organisational learning. 
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While Lean was most commonly described as a set of tools, this was closely 
followed by understanding Lean as a method to develop a greater understanding of 
value from the customer’s perspective or highlighting the experience of the 
consumer.  This suggests the core principle of Lean – considering value from the 
customers perspective, was effectively incorporated into this environment. As 
improving the customer experience is a key component for the New Zealand Triple 
Aim, this suggests that Lean is a good philosophical fit with the aims of the sector.   
6.2 Barriers to Implementing Lean 
While the Ministry of Health and individual DHB’ s had invested in training staff in 
Lean approaches these organisations were also seen as contributing to the 
challenges staff experienced in their ability to implement Lean approaches 
effectively. Both entities were seen to deliver top down initiatives that were 
expected to be rolled out by staff in addition to, or in competition with the bottom 
up approaches that Lean promotes. These competing priorities were described as 
national targets, key performance indicators or competing quality improvement or 
safety initiatives that directed services to address particular issues. It was also 
evidenced that alternative quality improvement methodologies were insisted upon 
within some nationally driven projects. A specific example was provided were a 
staff member had used an A3 reporting and planning tool, based on their 
experience with Lean, but were required to resubmit their improvement plan in 
The Institute of Health care Improvement (IHI) format to be compliant with the 
nationally driven project requirements.  
Organisational investment in the resourcing for participation and implementation 
of Lean was also lacking, particularly in the DHB.  Multiple participants raised the 
barrier of not being able to find to time to participate or having to participate in 
Lean projects in addition to their usual work. A further challenge of the DHB 
needing to be ‘cost neutral’ resulted in difficulty in obtaining relatively small 
amounts of funding to realise significant gains in productivity. These 
organisational barriers to implementation were associated with frustration for 
participants and sometimes provided as a reason for wider staff disengagement in 
the process.  This is a common criticism of Lean implementation, where a lack of 
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organisational commitment and managerial support can increase stress for staff 
and be counterproductive to developing a continuous improvement culture (Conti, 
Angelis, Cooper, Faragher, & Gill, 2006). 
Systematic implementation of Lean involves Lean being incorporated at all levels 
of the organisation but also incorporated as business as usual. This is in contrast to 
participant’s current experiences of Lean projects being in addition to their usual 
duties. It is only when Lean is incorporated as standard practice that the benefits 
of systemic implementation are realised. 
6.3 Aligning organisational culture 
Successful Lean implementation requires the development of a culture of 
continuous improvement where all staff are actively involved in continually 
seeking ways to improve the service (Cumming et al., 2016). It became evident that 
the prevailing medical culture is experienced as being risk adverse and inhibitive 
to innovation. While there are clearly pockets of innovation and willingness to 
engage in continuous improvement activities as evidenced by some of the 
participants in this study, it appears that a small few are often expected to drive 
Lean projects with the hope that the greater team will come on board in due 
course. This observation was not unique to this study with the cultural and 
structural components often being missed an attempts at Lean implementation in 
health care (Dahlgaard, Pettersen, & Dahlgaard-Park, 2011).  The exception to this 
was the single organisation who had implemented Lean at a systematic level and 
incorporated it as a way of working for all staff.  
6.4 Is Lean an appropriate method to address perceived challenges? 
While there was general consensus that Lean had potential to support the sector 
towards the New Zealand Triple Aim, it was not viewed as being able to meet all 
the challenges facing the sector in the formats currently experienced by 
participants.   
It was viewed to have limited ability to address system design changes as Lean was 
viewed to improve processes within a system. However, this perception may be 
the result of the prevailing project based implementation of Lean that dominates 
120 
 
the sector rather a true reflection of Lean itself. King Country Behavioural Health 
care presented a case study of using Lean to bring about an organisation wide re 
design of how it offers services through adopting a strategic approach to 
implementing Lean (Merlino, Omi, et al., 2014).  However Lean was seen as a 
supplementary tool to support redesign, A common response in this study was that 
Lean could be effectively used in conjunction with complementary approaches, 
such as co-design, to effect wider system changes.   
Lean was not viewed as a method to enable changes in how the sector is funded. 
Despite there being numerous variations of Lean available to the sector, there 
remained gaps in Lean training. Participants described manualised, formulaic 
versions of Lean or more general training that applied to general health. Many 
participants were left still having to translate Lean to their environment and 
experienced difficulty in doing so. The key features that current training did not 
cater to well included; 1) how to effectively measure of many of the qualitative 
elements of care in the mental health and addictions sector and 2) how to 
standardise processes  when  the variability of treatment pathways and treatment 
outcomes are already documented as forms of natural variability in this sector. 
Examples of Lean application in physical health settings was often perceived as 
concrete and “simple” when compared to the variability and complexity of defining 
accurate quantitative measures in the mental health and addiction sector. Some 
participants attributed this challenge of measuring qualitative aspects of services 
to a tendency for project teams to focus on outcomes that were easier to measure, 
i.e. number of days in hospital rather than improvement in symptoms. Participants 
also contributed this challenge in translation as a further source of disengagement 
for frontline staff.  Staff appeared conflicted between measuring what was possible 
and measuring what was deemed important from a people centred approach, but 
often more difficult to define and quantify. There appeared to be a lack of relevant 
examples from within the sector about how to best navigate this existing conflict. 
The participant from the organisation who described strategic implementation 
described successful translation of Lean as a process of being coached in the 
process as it was being applied to the organization. They described an approach 
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where you see it applied, get coached through applying it, attempt applying it on 
your own and then participate in the coaching of others. This participant also 
referred to an interagency mental health and addictions network that was 
previously funded to develop the capacity of the sector, including quality 
improvement as a resource that supported Lean implementation.  
It was noted that the funding related to this interagency mental health and 
addictions network quality manager is no longer supported in the way it had been, 
but sector wide approaches to implementing Lean were advocated for. Not just in 
terms of roll out and training but also using Lean across services to improve client 
journeys across services. 
6.5 Lean and People Centred Approaches 
In the decades of policy development in the mental health and addiction sector, the 
increased emphasis on building people centred approaches to care are a clear 
change in direction. Lean with is philosophy of defining value from the perspective 
of the customer reminded some participants to consider the consumers’ 
experience as part of a Lean project, when they admitted it could have otherwise 
been overlooked. So, Lean can play a role in re-emphasising consumer experiences 
and what would they, as a customer, value is this process. 
The mental health and addiction sector has been at the forefront of consumer 
participation in health care (Mental Health Commission, 2012a) and this was 
further acknowledged by participants who see other sectors of health care are 
tentative in considering how to undertake greater consumer feedback and 
participation in improving services. Treatment in the mental health and addiction 
sector relies on interpersonal relationships (Lindskog et al., 2016), more so than 
other areas of general health care. It has long acknowledged that the best 
outcomes are seen for consumers when there is an active partnership between the 
health professional and consumer and is the corner stone of people centred 
approaches (Mental Health Commission, 2012b).  
This becomes particularly relevant in applying Lean in the mental health and 
addiction sector as Lean was not initially developed with this co- creation of 
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services in mind. Instead, Lean was developed in a manufacturing logic where a 
discrete product was developed to be purchased at the end of the creation process. 
How the product was produced was not as important in this setting, just that the 
customer valued the end result. Service dominant logic acknowledges that in 
service industries, the value of the product is co-created by the interaction 
between the supplier and the consumer (Radnor & Osborne, 2013). Additional 
value can be added by the consumer’s experience and indeed sometimes the value 
to the customer is the interaction itself rather than a discrete product. Some 
propose that no service can ever be produced identically for two people as the co-
created element of the interaction has the ability to be experienced differently in 
each interaction (Radnor & Osborne, 2013).  As Lean was not developed with 
service dominant logic in mind there has been criticism that Lean minimises the 
human perspective in its focus on quantitative methodologies and tools 
(Poksinska, 2010) meaning that the consideration of value to the customer is felt 
tokenistic to some participants in this study. While Lean encourages staff to 
consider value from the patient’s perspective, little attention has been paid to 
actually defining patient value, with Lean in health care to date focusing more on 
internal efficiency and cost control (Ljungblom, 2014).  Lean fails to detail how 
value is determined from a consumer’s perspective and there is limited evidence of 
consumers being directly involved Lean processes in the literature (Ljungblom, 
2014). Therefore, it is not surprising that the participants from the mental health 
and addictions sector propose a greater input from consumers in Lean processes, 
in a way that has not been clearly specified in the variations of Lean introduced in 
the District to date.  
While involvement of Consumer Advisors in Lean projects was common and 
considered standard practice, there was a consistent theme to consider how to 
create more meaningful approaches in involving the most appropriate consumers 
in Lean projects. The two suggestions that emerged were 1) including an 
appropriate consumer (one that has first-hand experience of the process being 
reviewed, as consumers employed as Advisors themselves have not experienced 
every process a service offers) as a member of the Lean project team when 
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relevant, and 2) using a consultation or co-design process to develop more 
definitive shared goals, where value has been clearly defined from consumers 
themselves and then incorporated into Lean processes.  
As discussed in Chapter 5, co-design had been introduced to the District towards 
the middle of the data collection. Participants would independently describe co-
design as being complementary to Lean and as a method to create greater 
consumer input than would otherwise be seen in using Lean alone. Co-design has 
paired with Lean to increase consumer participation in a range of settings 
including food production (Ufua, Papadopoulos, & Midgley, 2018) and boat 
manufacturing (Gudem, Steinert, Welo, & Leifer, 2013).  
6.6 Need for a shared vision and indicators for success 
A core theme from participants was the lack of a shared measurable goals to guide 
Lean efforts, with one participant continually using the phrase “What are we 
shooting for?”  This included both a) clarifying what does value look like for a 
consumer at all levels of Lean Implementation and b) how to reliably measure 
success using the quantitative methods promoted in Lean.  
Multiple examples of what success would look like to consumers were presented 
by participants, including but not limited to: consumers in employment, being 
discharged from services, living productive lives to feeling better.  However, none 
on these propose indicators of success were presented as the primary goal or 
“product” of mental health service.  
Participants saw co-design as an opportunity to further enhance people centred 
goals for the sector. However, for the purpose of defining an end state or product, 
as is needed in Lean, these co-designed goals need to move past aspirational goals 
to be formulated into measurable outputs for co-design to enhance the application 
of existing Lean tools to the sector. 
The second issue of determining valid measures of progress comes back to the 
subjective nature of mental health and addictions and the enduring natural 
variation that exists in the mental health and addiction sector. This natural 
variation is not caused by any process related factors but by the subjective nature 
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of mental illness and addiction, how that is interpreted by health professionals and 
the variable treatments and treatment outcomes within the same diagnoses. 
While general health is not without some of the challenges posed by natural 
variability, it was clear from participants who viewed Lean in general health 
settings or manufacturing settings that the ability to measure the problem and 
progress towards the desired state was more tangible and “easier” in these 
settings, compared to the mental health context.  It was clear that the difficulty in 
determining valid measures, those that actually measure what they were intended 
to measure, was a barrier for some participants in engaging in the Lean process.  
This conflict appeared to be enhanced when participants considered if Lean 
supported people centred approaches to care, because as has been discussed 
above, Lean in its current form had little room for consumer experiences of care. 
Participants were faced with the dilemma of choosing a measure that was easy to 
quantify to allow for the application of Lean tools i.e. number of self- harm 
attempts, while being aware that the measure limited in its ability to represent 
clinical outcomes or consumer experiences, i.e. the client rated improvement in 
functioning. Alternatively choosing a measure that was more representative of the 
subjective or co-created elements of treatments were either difficult to obtain 
because they were not routinely collected from consumers ( i.e. clinical outcome 
measures, consumer satisfaction measures) or were more qualitative in nature and 
difficult fit into the Lean tools. 
As there are examples of systemic implementation of Lean in mental health and 
addiction settings, this tension is not insurmountable. As it did consistently 
present as a barrier for many in adopting Lean in this sector it raises a question 
about the suitability of current adaptations and training available to assist Lean to 
be applied appropriately to this context. This consideration will be discussed 
further in the conclusion. 
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6.7 Methodological Issues 
6.7.1 Strengths 
This was an exploratory study due to the limited research available to review the 
application of Lean specifically to mental health and addiction settings. To develop 
a greater understanding of participants individual experiences of Lean qualitative 
research methods were employed (Miles et al., 2014). This approach allowed 
participants the opportunity to use their own words to describe their own 
experience of Lean. This approach also honours the sectors commitment to 
improving the understanding of experiences of phenomenon, whether it be 
consumers experiences of care or in this instance participants experience on 
implementing lean thinking. Respecting and incorporating the experience of the 
user is also appropriate in a service dominant logic framework where the 
experience of the service is integral to the value service. The exploratory approach 
also assists in identifying broader themes to then inform further research in this 
area. In particular, it started to detail a further evolution of Lean where the 
consumers voice and experience is incorporated  into Lean efforts in a way that 
was not identified in other areas of Lean implementation in health care. 
Purpose sampling was used to interview a broad representative sample of mental 
health and addictions sector. As it has been noted earlier the mental health and 
addiction sector consists of a more a higher number of agencies providing 
treatment across the spectrum of care.  This approach resulted in participants 
being sought from different elements of the sector including but not limited to 
NGO/primary settings to Secondary/ tertiary setting, youth to adult services and 
from frontline clinicians to senior management and cross sector roles. Thus, 
providing a sector wide overview of the experiences of Lean to date. 
6.7.2 Weaknesses 
As with any qualitative research the interviewer’s perceptions cannot be 
completely be removed from the interpretation process. As the researcher had 
previous experience in the mental health and addictions sector and with Lean in a 
health care context, due care had to be taken to no impose the researcher’s 
experiences in the interviewing, data collation or interpretations processes. This 
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was achieved in interviews by the researcher seeking further clarification on 
answers rather than applying their own assumptions on meanings. The coding 
process described in Chapter 4 followed best practice (Bazeley & Jackson, 2013) to 
minimise researcher influence.  
Although the exploratory nature of this thesis contributing to refining further 
research, is does not by itself contribute to the call for more empirical research 
with regards to the use of Lean in health care (Young & McClean, 2008). Further 
research is needed to establish the causality between Lean and some of the 
experiences noted by participants in this study (Radnor et al., 2012) in order to 
enhance the validity of the use of lean in health care. 
There is also the possibility that during the interviews important topics relating to 
thesis tops were inadvertently omitted (Patton, 1990). To minimise this possibility, 
each participant was asked if there was anything other information they wanted to 
contribute to the discussion before then concluding interview. 
 
6.8 Chapter Conclusion 
Below is a summary of the discussion chapter as it relates to the original research 
questions 
1) How have staff experienced Lean in the mental health and addiction 
sector? 
Staff have been provided with multiple experiences of Lean in the sector to date 
with all but one participant having involvement in at least one form of Lean 
initiative. Staff experience and attitudes to Lean varied, largely in response the fact 
that there were multiple versions of Lean being implemented across the sector. 
This led to some staff understanding Lean as only the tools or tasks completed, 
while some had a more in-depth understanding of the philosophies that underpin 
Lean as a continuous improvement process. Having multiple versions of Lean 
evident in one area at one time appeared to contribute more to the perception of 
multiple concurrent improvement efforts rather than contributing to building 
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organisational learning to build upon efforts. Manualised approaches, while 
perceived as easier to apply to specific functions, were viewed as less 
transferrable, project based approaches to Lean provided participants with a 
greater scope to be able to continue to apply Lean to other problems and move 
closer towards a continuous improvement culture as intended in Lean.  
Although Lean was primarily introduced at national or organisational initiatives, it 
was noted that there were a number sector wide and organisational barriers that 
impeded the success of Lean to date. Most notable was the lack of organisational 
commitment and resourcing. The existing high demand on services and other 
organisational factors failed to allow participants to prioritise improvement 
activity and even at times created barriers in implementing improvements 
identified. 
2) Do staff perceive that Lean has a role in the mental health and addiction 
sector? 
Regardless of the variations experienced there were concurrent themes of Lean 
having a significant contribution in assisting the sector to continue to improve on 
many fronts, while also not quite being adapted to the needs to of the sector in its 
current variations.  
As the mental health and addiction sector has continued to experience increases in 
demand, Lean with its focus on improving the flow of consumers through the 
system is seen as a good fit to improve access and timeliness of services to those 
that need them.  It was highlighted that particular staff in the sector tend to adopt 
Lean process more readily than others and while there was support from 
participants to continue to apply Lean, there was an acknowledgement that Lean 
was limited when not supported by other staff and the wider organisation.  
A concurrent theme of Lean not being well adapted to the unique needs of the 
mental health and addiction sector was also evident, Lean with is focus on 
quantitative measurement and standardisation of pathways did not appear to 
always translate as well to service industries where the product is co-created. This 
is especially the case in the mental health and additions sector where it is 
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acknowledged that consumer’s experiences of services contribute to both the value 
they attribute to services and the outcomes achieved. In addition, the subjective 
nature of mental illness and addictions, the diagnostic frameworks and variable 
success rates of treatments increase the unavoidable or natural variability in this 
system.  Further adaptation of Lean to demonstrate how best to standardise care 
while catering to the natural variability evident is still being sought by the sector to 
assist them to further implement Lean.  
3) Does Lean facilitate people centred approaches? 
Lean with its focus on value to the customer does provide a framework to remind 
the mental health and addiction sector to consider the consumers experience as 
part of improvement efforts.  What was currently lacking in Lean variations is a 
clear process by which value from a consumer’s perspective is actually sought 
from the consumer themselves, to then inform the Lean activity. In line with the 
many inquests and government policy discussed in Chapter 2, the mental health 
and addiction sector has continued to enhance direct and meaningful consumer 
involvement into service design and delivery to build authentic people centred 
approaches to care. This has led the sector to consider how they can move past 
considering value from a consumers perspective as is evident currently in Lean to 
include in the lean process itself. Co-design was one method being used by the 
sector to implement Lean to enable this to occur. Participants saw that co design 
complemented Lean and allowed genuine consumer engagement to occur in a way 
that was not evident by using Lean alone. 
Overall, the sectors engagement with Lean date and the successes reported by 
participants in this study demonstrates that Lean has a role in assisting the sector 
improve. However, to truly realise the improvements set out in Blueprint II, a 
greater sector wide approach to adopting and resourcing Lean is needed and 
methods that enhance consumer involvement in defining value need to be adopted.  
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7 Conclusion and Recommendations 
Mental health and addiction services have seen a continuing increase in demand 
putting further strain on existing resources as discussed in Chapter One. This has 
been coupled with series a of reports and policy changes that have seen the mental 
health and addiction sector evolve over the last decade to include more people 
centred approaches in how services are delivered. The final report of the former 
Mental Health Commission; Blueprint II, adopted the New Zealand Triple Aim 
which simultaneously seeks to  improve the quality and experience of services, 
improve the health of populations and offer the best value from public resources to 
guide the vision for positive change.  Blueprint II also proposed existing quality 
improvement methods such as CAPA, The Productive Ward Series, Lean and Lean 
Sig Sigma, all being derivatives if Lean thinking, as methods to assist the sector 
realise the vision of the New Zealand Triple Aim,  as discussed in Chapter Two. 
Chapter Three reflected on the debate in the literature about the appropriateness 
of Lean for the mental health and addictions sector. As Lean thinking, at the time of 
the publication of the Blueprint II reports, was still developing an evidence base, 
with mixed opinions being put forward on its suitability. As there was evidence of 
Lean being adopted within mental health and addiction services locally this thesis 
set out to further understand: 
1. How have staff experienced Lean in the mental health and addictions 
sector? 
2. Do staff perceive that Lean has a role in the mental health and addictions 
sector? 
3. Does Lean facilitate people centred approaches? 
The methods undertaken to answer these questions is outlined in Chapter Four 
and the primary findings outlined in Chapter Five. Following on from that is the 
discussion of the results in Chapter Six. This thesis found that, as proposed in 
Blueprint II, Lean does have the potential to assist the mental health and addiction 
sector to realise improvements in line the New Zealand Triple Aim. However, there 
is a lack of a collective understanding of what Lean is and how it is to be applied, 
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with multiple derivates of Lean being used in one district.  At times the multiple 
derivatives built learning around the effective use of Lean, but there was also 
evidence that having multiple derivatives diluted cumulative efforts to build a 
single shared approach to quality improvement in the sector. 
However, there were also criticisms of Lean itself in its current suitability for the 
mental health and addictions sector. Lean literature identified that Lean would 
continue to evolve as it is adapted to each context in which it is being applied, the 
need for further evolution of Lean to meet the needs of the sector was also 
identified in this Thesis. Some of these adaptations needed to meet the unique 
needs of the mental health and addictions sector, as identified by participants in 
this study, included: 
1) Lean approaches be developed to include working with a higher level of 
natural variability as the nature of mental illness and addiction and their 
treatments do not lend themselves to be easily standardised or to be readily 
measured quantitatively.  
This is not to say that quantitative measurement is not possible in the field of 
mental health and addictions but is does require greater support for the sector to: 
2) Determine the end goal(s) for treatment services, that has been co-designed 
with consumers. 
3) Determine appropriate quantitative measure(s) that can assess and track 
progress against this mutually agreed upon end goal. 
While there are already a range of quantitative measures mandated and 
recommended in the sector, none were presented as providing a person centred 
perspective for the purpose of facilitating Lean improvement projects. 
Although Lean emphasises value from a consumer’s perspective, current literature 
and training failed to demonstrate genuine consumer involvement in determining 
value or incorporating person centred approaches to the level desired by the 
sector. This limitation was in part overcome by existing consumer involvement 
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processes that have evolved in the mental health and addictions sector and 
through the addition of a co-design process. A further recommendation is that 
4) Lean approaches be developed to include consumer participation as 
integral to the process of determining value. 
As with any quality improvement process adopted by an organisation, the 
appropriate investment by the mental health and addiction sector to build a single 
prevailing Lean adaptation will assist the sector to transfer learnings within the 
sector and build a continuous improvement culture. As such the further two 
recommendations are made: 
5) A single Lean adaptation is promoted to build consistency and learning, and 
6) Lean is imbedded into standard practice such that it is appropriately 
resourced and expected of all staff. 
These recommendations will further enhance the ability for lean to assist the 
sector to reach the goals of the New Zealand Triple Aim. 
7.1 Implications and Direction for Further Research 
This study has contributed to quality improvement research in the mental health 
and addiction sector in a New Zealand context. This work has uncovered several 
benefits to Lean being adopted that assist the sector to realise the directions set 
out on the New Zealand Triple Aim. However, it has also identified some 
limitations of how Lean is currently being implemented. This thesis identifies a 
number of areas for further research. 
Firstly, there would be benefit from further evaluation of the different Lean 
adaptations in respect to mental health and addictions services. This could include 
determining which adaptation of Lean is most suitable in its current form to meet 
the needs of the sector, thus guiding investment in a common adaptation of Lean. 
Following on from this, further empirical research is needed to enhance the 
evidence of the impact of Lean has on the sector including but not limited to what 
changes to operational or client outcomes are able to be attributed to the 
implementation of Lean in the mental health and addiction context. 
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Secondly there is value in further research on how the mental health and addiction 
sector is enhancing consumer participation into existing Lean adaptations.   
Genuine consumer participation had been cited as lacking in previous research. 
However, this thesis demonstrated that the mental health and addiction sector is 
currently using existing consumer participation methods, such as the routine 
involvement of Consumer Advisors, in Lean efforts to improve the sectors’ 
understanding of value from the consumers point of view. Furthermore, the sector 
is engaging in supplementary processes, in this instance co-design, to further 
enhance consumer involvement in service improvement. Further research into 
how the sector is continuing to improve the engaging consumers in Lean, in this 
instance by adopting a concurrent co design process would have the potential to 
examine how Lean in evolving to in an attempt to better meet the needs of a 
service dominant logic framework.  
By examining these areas further, the sector will build firmer definitions of best 
practice Lean application for the unique needs of mental health and addiction 
services but also provide a significant contribution to the evolution of Lean in the 
wider health sector and all service industries. 
With the reestablishment of the Mental Health Commission, further opportunities 
exist to understand the needs of the sector. This re-established commission has a 
mandate to continue to assist the sector move in the directions outlined in 
Blueprint II. As discussed in this research, an essential step towards achieving this 
will be the advocacy for and investment in methodologies such as Lean, that have 
been adapted appropriately for the unique needs of the mental health and 
addiction sector and incorporates people centred methods of determining value, 
and therefore success.  
Over the last century mental health and addiction services have continued to 
evolve. Like all areas of health, mental health and addictions has seen improved 
knowledge of best practices for prevention and treatment. But the mental health 
and addictions sector has also experienced fundamental shifts in where services 
are delivered, moving from institutionalised care to community based models and 
significant shifts in the philosophies that underpin how services are delivered, 
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with the sustained commitment to people centred approaches to care.  Such has 
been this commitment to people centred approaches to care that participants in 
this study reflected that while consumer involvement in service improvement is 
clearly imbedded in the mental health and addiction sector, it is not the case in 
general health, where they see colleagues only starting to consider how is value 
determined from the perspectives of the consumers themselves. This sustained 
commitment to service development and building people centres approaches to 
care places the mental health and addiction sector in a unique position to lead the 
evolution of Lean by adapting and enhancing models to incorporate a service 
dominant logic that acknowledges that the  consumers experience of services are 
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9.1 Semi Structured Interview Questions: 
Tell me about your professional background 
How long have you been in the mental health and addictions sector for? 
What is your current role within the organisation? 
Which ethnic group do you belong to? 
What do you see as the main barriers to providing timely and quality care in the mental 
health and addictions sector? 
What is your understanding of the Choice and Partnership approach (CAPA) / skills for 
change or other Lean Methodologies? 
Has your organisation/ department adopted any of these? What is your understanding 
of why/why not this methodology was adopted? 
Based on your understanding of Lean Methodologies, who benefits from them? In what 
ways? 
If these methodologies could be used to further enhance patient centred care what 
would need to happen to enable this?
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9.2 Coded nodes 
Name of Node Description Files References 
Barriers in implementing Lean Barriers participants described in attempting to implement Lean 16 136 
Competing quality initiatives Multiple quality programs or priority areas that diluted Lean efforts 8 22 
General barriers to improvement Barriers to quality improvement initiatives in general 7 16 
Lack of Resources Resourcing factors that were cited as barriers to Lean 10 26 
Cost Cost factors that were identified as a barrier to implementation 5 9 
Time Time factors that were identified as barriers to implementation 9 17 
Not well translated for mental 
health 
References to Lean needing further adaptations to meet the needs of the 
sector 
11 28 
Not fit for purpose Descriptions of how Lean process did not allow participants to achieve 
the outcomes desired 
3 11 
People aren’t machines Reflecting people working with people is a different dynamic to people 
withing with machines 
4 5 
Unhelpful language in Lean Lean terminology misunderstood or associated with different, unhelpful 
meanings 
5 12 
Staff barriers Staff barriers to implementation including resistance to change. 10 44 
Barriers to delivering timely and 
quality services 
A review of the barriers participants described in delivering timely and 
quality services detailed further in the nodes below 
18 236 
Client /community factors Barriers to care that involves consumer and wider community factors 6 8 
High community expectation Nodes that relate to community expectations of what services should 
deliver 
3 4 
Consumer factors Coding that related to providing a service to a population that can be 3 3 
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reluctant and/ or coerced into receiving care 
Specific DHB challenges Unique codes relating to challenges faced by the DHB that did not 
present in the NGO sector 
14 38 
DHB fiscal environment Coding that related to the perception of a lack of investment.  6 11 
Geographical distances References to the large geographical region covered 8 12 
Outdated technology IT systems that have not evolved with other DHB’s 4 7 
Trying to catch up Investment is being placed into getting services up minimum standards 
with no room for further improvements 
5 8 
Staff factors A collection of references relating to barriers related to staff factors 9 24 
Barriers in recruitment Difficulty in recruiting appropriately experienced staff 2 2 
Staff already busy Coding related to staff feeling they are busy 4 6 
Staff morale Factors relating to morale including change fatigue and general low 
morale 
2 4 
Staff resistance to change References to staff opting out of or resisting attempts to change 
processes 
5 12 
System constraints A high-level node that examines system constraints to providing timely 
and quality services 
16 59 
Capacity and demand finite References to the sector working within a finite system with increasing 
demand 
15 31 
Lack of funding for the sector References to the sector being underfunded 10 16 
Lack of resources general Reference to a lack of resources not further defined 7 12 
System design Node describing challenges to providing timely and quality services that 
related to system design factors. 
16 98 
Devolved and siloed services References to services working in isolation to other services 10 18 
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Filling other service gaps Working outside service specification to fill need 10 12 
Lack of patient view in system Nodes that identified a lack of patient view in the existing systems 8 18 
Lack of wraparound services Lack of services able to meet unique consumer needs 3 6 
Medical model logic References to prevailing medical model thinking that was a perceived 
barrier 
11 14 
Needing flexibility in sector Calls for greater flexibility in how services work to meet consumer need 
better 
4 8 
Excessive paperwork Node that identified highly administrative processes 3 5 
Right amount, right areas References to needing the resources balanced in the right areas to meet 
demand, both geographically and level of intervention 
10 16 
Benefits of Lean Higher level node identifying whom benefits of Lean implementation 16 67 
All can benefit from lean When no single stakeholder benefited, instead all gained something from 
implementation 
6 7 
Benefits in general health References to greater benefit being seen in general health settings 8 11 
Lean staff benefit References to Lean primarily benefiting staff 9 12 
Lean benefit consumer References to Lean primarily benefitting the consumer 13 20 
Lean benefit to organisation/ 
funder 
References to Lean primarily benefitting the organisation or the funder 2 2 
Creates accountability/ legitimises 
need 
Lean seen to create accountability for the organisation and legitimised 
staff/ client need 
3 10 
Management benefit References to Lean primarily benefitting management 3 4 
Commitment to improve Node that identified sectors commitment to continue to improve services 8 16 
How is lean understood by those that A higher-level node that considers different ways lean was understood 17 124 
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use it by participants 
Brief intervention Lean translated to providing more brief interventions 3 7 
Lean as continuous improvement References to Lean being a method of continuous improvement 2 2 
Lean as excluding people from 
services 
Lean described as a tool to restrict access to services 3 6 
Patient outcomes Lean perceived as a having a direct relationship to patient outcomes 7 17 
Add value to patient Core definition of Lean involving its aim to add value to the consumer 3 5 
Lean to understand patient 
experience 
A tool to understand how the consumer moves through existing services 7 12 
Problem solving Lean being descried as a problem-solving method 5 8 
Use of tools Collection of nodes where Lean was primarily knows as a set of tools 10 28 
Confidence in A3 References to Lean involving A3 planning tool 4 5 
Lean as understanding data References to lean involving collating and understanding data 6 9 
Process mapping/ gemba Lean primarily identified as a process mapping or Gemba tool 7 9 
Tidying shelves work areas Lean being identified by the 5S tool 4 5 
Improve efficiency/ reducing 
waste 
Collection of nodes where Lean is viewed as reducing wait and or waste 13 56 
Cutting costs Lean described as a cost cutting measure 2 2 
Lean as efficient Lean described as improving efficiency of services 6 7 
Lean as streamlining Lean described as streamlining existing services 7 15 
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Lean as waste reduction Lean described as reducing waste 7 17 
Reducing wait Lean described as reducing wait times for consumers 9 15 
Why Lean was used A collection of nodes reflecting on why Lean was believed to have been 
adopted 
12 40 
Government funded training 
program 
Free government training available 2 3 
Lean concepts not new Lean familiar to other approaches previously taken in the sector 7 13 
Endorsed method to demonstrate 
need 
Lean viewed as a vehicle to demonstrate need for improvement to 
management/ organisation 
4 5 
Supported the way I think Reference relating to some people’s thinking already aligning with Lean 6 8 
Top down introduction to lean Management or Organization promoted use of Lean 8 11 
Lean limitations A collection of nodes details limitations experienced by the sector in the 
use of Lean 
17 164 
Ambiguous product in MH&A Defining the product in mental health and addition services were 
considered difficult, 
7 35 
Improvement not reliably 
measured 
References to the outcomes of Lean projects not being reliably measured 6 10 
Co design needed Co design referred to as a way to improve people centred approaches 7 27 
Lack of patient view in Lean Patient viewpoint missing in Lean 12 23 
Limited fit to mental health References to come benefits of Lean but difficult to apply to full extent 8 17 
Need for system redesign Reference to wider system design needed, not just improvements to 
current design 
9 24 




Focus of operational process References to tendency for Lean to be applied to operational processes 
rather than what is delivered within services 
6 9 
When partially applied Limited benefits seen due to partial implementation 7 9 
Patient centred philosophy Nodes relating to people centred philosophies or ways of working 11 26 
Perceived future use Collection of nodes relating to future application of Lean 15 45 
More potential to use Nodes referencing further potential for Lean in the sector 14 34 
Needing further support References to more support needed to effectively implement Lean 8 10 
Role of relationships in MH Refences to the roles of relationships in co creating the service in the 
sector 
7 21 
Triaging References to triaging as an existing tool to prioritise access in a finite 
system 
6 24 








9.4 Copy of Information Sheet and Consent form for Participants 
Reference Number: D17/355 
 7 November 2017 
 
 
Lean Methodologies and New Zealand Mental Health and Addiction Services 
 
INFORMATION SHEET FOR PARTICIPANTS  
 
Thank you for showing an interest in this project. Please read this information sheet 
carefully before deciding whether or not to participate.  If you decide to participate we 
thank you.  If you decide not to take part there will be no disadvantage to you and we 
thank you for considering our request.   
 
What is the Aim of the Project? 
 
This project is being undertaken as part of the requirements for Jodie Black’s Master of 
Commerce thesis and aims to explore the experiences of people employed in the mental 
health and addictions of the perceived value of lean methodologies. Participants will be 
asked about their knowledge of barriers to providing timely and quality care, their 
knowledge of lean methodologies and perceived benefits of these methodologies, if any. 
 
What Type of Participants are being sought? 
 
Participants who have been are employed in the mental health and addictions sector 
and wish to discuss their knowledge and experiences related to lean methodologies are 
being sought for this project. Participants will be invited to take part in this research 
through professional networks and by referral by other participants. 
 
Only participants capable of giving informed consent and over the age of 18. The 
estimated number of participants for this research is 15. 
 
What will Participants be Asked to Do? 
 
Should you agree to take part in this project, you will be asked to participate in an 
interview at a time and location of your convenience. It is expected that interviews will 
take approximately one hour, but you are able to end the interview at any time. 
 
The interview consists of open- ended questions relating to barriers facing the mental 
health and addictions sector and knowledge and experience of using lean 
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methodologies. The precise nature of questions have not been determined in advance, 
but will depend of the way the interview develops. Although the University of Otago, 
Department of Management is aware of the general areas to be explored in the 
interview, the Department has not been able to review precise questions being used. 
 
In the event that the line of questioning does develop in such a way that you feel 
hesitant or uncomfortable you are reminded of your right to decline to answer any 
particular question(s) and also that you may withdraw from the project at any stage 
without any disadvantage to yourself of any kind. 
 
We will ask your permission to record the interview with will be transcribed by the 
researchers. You will be sent a copy of the transcribed interview to verify its accuracy. 
 
Please be aware that you may decide not to take part in the project without any 
disadvantage to yourself of any kind. 
 
What Data or Information will be Collected and What Use will be Made of it? 
Following the verification of the transcribed interview it will be thematically coded for 
certain themes and written into a Master of Commerce thesis. 
 
All data will be anonymised and interviews will be stored in digital form as a sound file 
and transcribed word files on password protected computers. The data will only be 
accessible to Jodie Black and her supervisor. Data obtained as a result of the research 
will be retained for at least 5 years in secure storage. Any personal information held on 
the participants (e.g. contact details) may be destroyed at the completion of the 
research even though the data derived from the research will, in most cases, be kept for 
much longer or possibly indefinitely. 
 
The results of the project may be published and will be available in the University of Otago 
Library (Dunedin, New Zealand) but every attempt will be made to preserve your anonymity. 
 
 
Can Participants Change their Mind and Withdraw from the Project? 
 
You may withdraw from participation in the project at any time and without any disadvantage 
to yourself of any kind. 
 
What if Participants have any Questions? 
If you have any questions about our project, either now or in the future, please feel free 
to contact either:- 
Jodie Black and   Dr Richard Greatbanks 
Department of Commerce   Department of Commerce 
   University Number: 03 479 8658 




 This study has been approved by the Department stated above. However, if you 
have any concerns about the ethical conduct of the research you may contact the 
University of Otago Human Ethics Committee through the Human Ethics Committee 
Administrator (ph 03 479-8256). Any issues you raise will be treated in confidence and 






Lean Methodologies and New Zealand Mental Health and Addiction Services 
 
CONSENT FORM FOR PARTICIPANTS 
 
I have read the Information Sheet concerning this project and understand what it is 
about. All my questions have been answered to my satisfaction.  I understand that I am 
free to request further information at any stage. 
I know that:- 
1. My participation in the project is entirely voluntary; 
 
2. I am free to withdraw from the project at any time without any disadvantage; 
 
3. Personal identifying information, such as a recorded interview, may be destroyed at the 
conclusion of the project but any raw data, such as the transcribed interview, on which 
the results of the project depend will be retained in secure storage for at least five years; 
 
4.  This project involves an open-questioning technique. The general line of questioning 
includes barriers facing the mental health and addictions sector and knowledge and 
experience of using lean methodologies. The precise nature of the questions which will 
be asked have not been determined in advance, but will depend on the way in which the 
interview develops and that in the event that the line of questioning develops in such a 
way that I feel hesitant or uncomfortable I may decline to answer any particular 
question(s) and/or may withdraw from the project without any disadvantage of any kind. 
 
5. The results of the project may be published and will be available in the University of 
Otago Library (Dunedin, New Zealand) but every attempt will be made to preserve my 
anonymity. 
 
I agree to take part in this project. 
 
.............................................................................   ............................... 
       (Signature of participant)     (Date) 
 
............................................................................. 






Name of person taking consent 
 
 This study has been approved by the Department stated above. However, if you 
have any concerns about the ethical conduct of the research you may contact the 
University of Otago Human Ethics Committee through the Human Ethics Committee 
Administrator (ph 03 479-8256). Any issues you raise will be treated in confidence and 
investigated and you will be informed of the outcome. 
 
 
